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MECOUSMCOH 
IN ESTROGENIC THERAPY 


The application of new refinements ‘in easily planned and maintained. 
diagnostic technique enhances the effec- 


These three simple steps ensure precise, 
tiveness of modern estrogenic therapy. 


controlled results with a minimum of time 
Now, completely satisfactory treatment is and effort: 


| SIMPLIFY DIAGNOSIS 


Reveal the degree of ovarian function by staining the 


vaginal smear with Single Differential Stain (Shorr). 





SELECT THE MEDICATION 
Choose a suitable dosage form 
from the convenient variety of 


Wyeth Estrogenic Preparations. 





ACCURATELY DETERMINE RESPONSE TO THERAPY 


Ascertain the effect of medication by observing the 


changes reflected in the stained vaginal smear. 


SINGLE DIFFERENTIAL STAIN 
( sHorR ) 


Ee RRR aerate 


Ampoules® 


oules : 


Amp 


. _ Requiring only a 3-minute office procedure, Single 

ampoules? 2 cc. am _ .. Differential Stain (Shorr) reveals the extent of corni- 
1 fication in the cells of the vaginal smear, providing 

yLS ° an index of ovarian function essential to proper 

pieTH ( stilbestrol) diagnosis and treatment. 


¢ 40 and 500 | _ Shorr Stain is available in packages of two Pondits*, 
mg} Bottles © , s each containing sufficient dry material for preparin 
+ O.1 B 1. B ; ry prep & 
Tablets? oe mg. sn 1 ce na | enough stain for 200 slides. 
a 0’ eS 


les: Q.9 m gn 1 ce Pi 
ampoules? "5 “ we: | Boxes of 12 @ BST 80% AVAILABLE: A new folder containing 


+ sores: complete information about this time-saving 
Suppo** 0.5 mE Wyeth product. It contains directions for apply- 
e ing the stain and full-color reproductions of 
y.8. Po ob. g characteristic stained slides. Your Wyeth repre- 
ones: U- ai sentative has a copy for you. 


WYETH & BROTHER, INC,, PHILADELPHIA 
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Minimum discomfort and 





inconvenience to patients from... 


SOLUTION LIVER EXTRACT 


[PARENTERAL] 
Lederle 


ECAUSE OF ITS SMALL VOLUME, low concentration of 
B solids and high concentration of anti-anemic sub- 
stances, a minimum of discomfort and inconvenience to 
the patient may be expected from the administration of 
concentrated ‘Solution Liver Extract (Parenteral) 
Lederle,” (15 U.S.P. Injectable Units per cc.). 

For physicians who prefer to give fewer units of active 
material at more frequent intervals, there is “Refined 
Solution Liver Extract (Parenteral) Lederle,” 5 U.S.P. 
Injectable Units per cc. and 10 U.S.P. Injectable Units 
per cc. In addition, there is “Solution 
Liver Extract (Parenteral) Lederle,” 3.3 
U.S.P. Injectable Units per cc. A 
palatable oral solution containing not 
less than 1 U.S.P. Oral Unit per 60 cc. 
is also available. 


All Lederle’s Liver extracts conform to the 
United States Pharmacopoeia Twelfth Revision. 


In the treatment of Pernicious Anemia with 
Liver Extract— 


Spina 


LIVER PRODUCTS Gederle 


**CONCENTRATED SOLUTION LIVER EXTRACT (PARENTERAL) Lederle’ 
PACKAGES: ; 
3—1 cc. vials (15 U.S.P. Injectable Units each) 
1—10 cc. vial (150 U.S.P. Injectable Units each) 


‘‘REFINED SOLUTION LIVER EXTRACT (PARENTERAL) Lederle’’ 
1—10 cc. vial 5 U.S.P. Injectable Units per cc. (50 units) 
1—5 cc. vial 10 U.S.P. Injectable Units per cc. (50 units) 
1—10 cc. vial 10 U.S.P. Injectable Units per cc. (100 units) 


“SOLUTION LIVER EXTRACT (PARENTERAL) Lederle”’ 
3—3 cc. vials (10 U.S.P. Injectable Units per vial) 
**SOLUTION LIVER EXTRACT ORAL Lederle"’ 


8 fluid ounce bottle (4 U.S.P. oral units) 
1 pint (16 fluid ounce) bottle (8 U.S.P. oral units) 


LEDERLE LABORATORIES, Inc., NEW YORK, N.Y.— A UNIT OF AMERICAN CYAMAMID COMPANY 
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4,405 WOUNDED IN SOLOMONS,. 
BUT ONLY ‘EIGHT DIE 


Washington, D. C., March 27—Marines shot through 
the leg or thigh in the Solomon Islands were usually 
able to walk in four or five days after they were in- 
jured and were healed within 10 days. 

The navy reported this today in telling of 4,039 
cases of wounds or illness handled aboard a hospital 
ship and 366 patients treated at the mobile naval hos- 
pital at Auckland, New Zealand, a total of 4,405. About 
two-thirds of those taken aboard the hospital ship for 
transportation to Auckland had received initial treat- 
ment at base and field medical stations and of the total 
4,039, only seven died. Of the 366 in the mobile hos- 
pital one man died from burns. 

Comm. L. Kraeer Ferguson said most of the 4,039 
patients were in “excellent condition” when they reached 
the hospital ship. 





IMPROVED SERVICE 


Dr. David D. Henry, Executive Vice President of 
Wayne University in addressing the graduating doctors 
March 10, 1943, decried the pessimistic foreboding of 
those who prophesy that the war will destroy America’s 
educational institutions and announced his own con- 
viction that they will emerge from the war _ period 
greater and stronger than ever. “It is possible,” he 
said, “for hours of crisis, in ways unknown, to furnish 
and nurture the seeds of later greatness. Out of the 
adjustments, the stress, and the strains of chaotic 
times frequently comes the strength that stands us 
in good stead in later years.” 

For the College of Medicine itself he saw greatly 
expanded possibilities for serving the community and 
expressed faith that “the dreams and plans for the 
development of a great medical science center, ade- 
quately equipped and staffed will materialize.” 
He ended his address with a tribute to the courage 


and efficiency of the doctors and an expression of con- 
fidence in their ability to meet the heavy demands which 
society now makes upon them. 





INVALID DIETS AND FOOD RATIONING 


Of interest to all who are concerned with diets for 
invalids is Ration Order 13, issued by the Office of 
Price Administration under date of February 9, 1943. 
This order covers all canned, dried, and frozen fruits 
and vegetables. Article II, Section 2.5 of the order 
reads as follows: 


“Consumers who need more processed foods because 
of illness may apply for more points. (a) Any con- 
sumer whose health requires that he have more proc- 
essed foods than he can get with War Ration Book 
Two, may apply for additional points. The application 
must be made on OPA form R-315, by the consumer 
himself or by someone acting for him, and may be 
made in person or by mail. The application can be 
made only to the board for the place where the con- 
sumer lives. He must submit with his application a 
written statement of a licensed or registered physician 
or surgeon, showing why he must have more processed 
foods, the amounts and types he needs during the next 
two months, and why he cannot use unrationed foods 
instead. (b) If the board finds that his health depends 
upon his getting more processed foods, and that he 
cannot use or cannot get unrationed foods, it shall 
issue to him one or more certificates for the number 
of points necessary to get the additional processed 
foods he needs during the next two months.” 


The application form referred to above, OPA Form 
R-315, is apt to be somewhat confusing to patients. 
It is titled “Sugar Special Purpose Application” and 
was developed ‘primarily to meet the need for home 
canning. It is being used temporarily, until a more 
adequate form can be gotten out. 

It is anticipated that the procedure indicated in 
Section 2.5 above may be changed somewhat in the 
future, in which case due notice will be provided. 


MICHIGAN DOCTORS OF MEDICINE IN MILITARY SERVICE 
SUPPLEMENTAL LIST 
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AQUEOUS 
SUSPENSION 


For patients requiring high potencies, and 
for those who do not tolerate oil injections. 











































HEELIN AQUEOUS SUSPENSION provides ‘the 
same pure, natural crystalline estrogen as 


The art of anatomic illustration en- Theelin in Ofl, and the same effective clinical 
vara pe ee en . results may be expectéd in the treatment of meno- 
Giulio Casserio (Venice, 1627). This pausal syndrome and other conditions due to 
| female figure is one of Casserio’s diminishing estrogenic secretion. Theelin Aque- 
most beautiful copperplates, — ous Suspension is administered intramuscularly. 


Normal saline solution—no suspending agent—is 

used in preparing this product and the ampoule 
need only be shaken gently before the prepara- 
tion is drawn into the syringe. 


The uniform potency of Theelin is certified by 
the Laboratories of both Parke, Davis & Com- 
pany and St. Louis University. Kapseals Theelol 
(Oral) and Theelin Suppositories (Vaginal) are 
available for maintenance therapy and for use in 
milder hypogonadal conditions. 
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THEELIN AQUEOUS SUSPENSION 


l-ce. ampoules, each cc. containing 2 mg. (20,000 
1.U.) of Theelin suspended in normal! saline solution. 


Wry cassent 


Poacen tis 


THEELIN IN OIL 


l-ce. ampoules in strengths up to 1 mg. (10,000 I.U.) 
of Theelin per cc. 


— PARKE, DAVIS & COMPANY 


DETROIT, MICHIGAN 
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* Reading Notices + 





CHEMOTHERAPY OF MALARIA 


“Chemotherapy of Malaria,” a review of the biologi- 
cal and statistical background of malaria, and of the 
literature on antimalarial chemotherapeutic agents, by 
Dr. James H. Williams, Stamford Research Laborato- 
ries, American Cyanamid Company, has just been pub- 
lished by Lederle Laboratories, Inc., New York. 

The work is presented ‘in five parts: I. Introduction 
and Biological Background (pp. 1-27), II. Sulfonamido 
Compounds and Sulfones as Antimalarials (pp. 28-58), 
III. Amidines as Antimalarials, (pp. 59-67), IV. Qui- 
noline Compounds (exclusive of the cinchona deriva- 
tives) as Antimalarials (pp. 68-189), and V. Acridine 
Compounds as Antimalarials (pp. 190-273). Each part 
begins with an itemized Table of Contents, followed by 
a detailed discussion of individual compounds, with 
graphic formulas, tables, etc., and concludes with a 
bibliography of patents and literature references. 

The book is 814x111 inches, bound in heavy blue pa- 
per. Any research worker in the malarial field can 
obtain a copy, without charge, by sending his name, 
address, position and connections, to Lederle Labora- 
tories, Inc., 30 Rockefeller Plaza, New York, N. Y. 





DURING FOOD SHORTAGES 


It is well to bear in mind that dried brewers yeast, 
weight for weight, is the richest food source of the 
Vitamin B.Complex. For example, as little as 1 level 
teaspoon (2.5 Gm.) Mead’s Brewers Yeast Powder 
supplies: 45 per cent of the average adult daily thia- 
mine allowarice, 8 per cent of the average adult daily 
riboflavin allowance, 10 per cent of the average adult 
daily niacin allowance. 

This is in addition to the other factors that occur 
naturally in yeast such as pyrodoxin, pantothenic acid, 
etc. 

Send for tested wartime recipes, the flavors of which 
are not affected by the inclusion of Mead’s Brewers 
Yeast Powder: Mead Johnson & Company, Evansville, 
Indiana. 





HORMONE DOSAGE AT A GLANCE 

Schering is currently issuing a series of 6x9 inch 
charts enabling one to tell at a glance the dosage of hor- 
mones for various gynecological and endocrine disturb- 
ances. The first of these will deal with Dysmenorrhea. 
At regular intervals, thereafter, charts will be issued 
on other subjects such as the Male Climacteric and 
Functional Uterine Bleeding. These charts may well 
help clarify the maze of seemingly confusing terminolo- 
gy and dosage of endocrine disturbances, and should 
prove highly useful to practicing physicians. 

Physicians may obtain copies of these charts by 
writing to the Medical Research Division, Schering 
Corporation, Bloomfield, New Jersey. 





NEW G-U ANALGESIC AND ANTISEPTIC 


A new analgesic and antiseptic for use in genito- 
urinary conditions has been added to the line of E. R. 
Squibb & Sons under the name, “Cajandol.” A prepara- 
tion of 5 per cent oil of cajeput dissolved in peanut 
oil, with 0.1 per cent propylparahydroxybenzoate as 
preservative, Cajandol was developed at the Brady 
Urological Institute, Johns Hopkins Hospital, and has 
been in use there during the past several years. 

Clinical experience has shown that Cajandol alleviates 
pain and distress due to instrumentation and fulgura- 
tion. “ft is also beneficial in many types of acute and 
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chronic cystitis and other pathologic conditions of the 
bladder. 

In treating these conditions, 10 cc. to 15 cc. of Ca- 
jandol are instilled into the bladder through a catheter 
at daily or bi-weekly intervals. In a few cases, Cajandol 
has been injected up the ureter during the use of the 
Councill stone extractor and has facilitated withdrawal 
of this instrument when there has been difficulty due 
to spasm of the ureter. 

Cajandol is supplied in one-pint bottles only. 





NEW SALESMANAGER APPOINTED 


Appointment of Rafael C. Brewster as general sales- 
manager in charge of sales and advertising for Fred- 
erick Stearns and Company is announced by Erwin F. 
Fauser, president. His appointment, President Fauser 
said, is in line with Stearns’ program of expansion of 
research and products. 

Brewster’s wide experience includes sales direction for 
E. R. Squibb and Son, Lentheric, Inc., House of West- 
more, Inc., and Canada Dry Ginger Ale, Inc. He also 
has been a member of two advertising agencies and of 
the staff of Cosmopolitan Magazine. 





DOCTOR GUILD ELECTED PRESIDENT 


Election of B. Thurber Guild, M.D., member of the 
staff of the Massachusetts General Hospital, Boston, 
as president of Fairchild Brothers and Foster, a sub- 
sidiary of Winthrop Chemical Company, was announced 
recently by Theodore G. Klumpp, M.D., president of 
the parent company. 

Fairchild Brothers and Foster manufacture enzymes 
and other ethical pharmaceutical products. 

Since 1920, Dr. Guild has specialized in internal medi- 
cine and the study and treatment of diseases due to 
allergy; and he has maintained a consultant practice 
in problems of dermatology complicated by allergy. 
He is a past president of the Dorchester Medical So- 
ciety, consultant of the Council of Pharmacy and Chem- 
istry of the American Medical Association, and coun- 
cilor of the Massachusetts Medical Society. He is a 
member of the Society for Investigative Dermatology 
and the Society for the Study of Asthma and Allied 
Conditions, and is secretary of the Boston Allergy 
Round Table. 

Dr. Guild’s researches include a study of skin dis- 
eases of small animals conducted at the Angell Animal 
Hospital, Boston, and of problems of human skin irri- 
tations due to soap. 





CLINICAL EVALUATION OF 
“SECONAL SODIUM” 


During the course of a year, Dietrich (Anesth. & 
Analg., 22:28, 1943) attempted to evaluate ‘“Seconal 
Sodium” (Sodium Propyl-methyl-carbinyl Allyl Bar- 
biturate, Lilly) as a sedative in general pediatric prac- 
tice. Over 3,700 doses of the drug were administered 
to more than 500 children and infants, both private and 
ward patients, without any untoward effects on pulse, 
temperature, blood pressure, or cerebrospinal fluid pres- 
sure. The drug proved to be an excellent general seda- 
tive possessed of some analgesic action, and in tetanus 
and in the performance of certain otherwise painful 
procedures where a general anesthetic was not desirable, 
such as pinch grafts, lumbar punctures, myringotomies, 
and incision and drainage of minor abscesses, it was 
of particular value. 

When the age of the patient and freedom from gas- 
tric symptoms permit, “Seconal Sodium” should be 


(Continued on Page 332) 
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SIMILAC 


SIMILAR TO BREAST MILK 


A powdered, modified milk product especially prepared 

for infant feeding, made from tuberculin tested cow’s F eaicw 
milk (casein modified) from which part of the butterfat 1 MEDICAL 
is removed and to which has been added lactose, olive , 

oil, coconut oil, corn oil, and cod liver oil concentrate. 


Similac provides breast milk proportions of fat, protein, 
carbohydrate and minerals, in forms that are physically 
and metabolically suited to the infant’s requirements. Sim- 


ilac dependably nourishes — from birth until weaning. 


One level tablespoon of Similac powder added to two— 


ounces of water makes two fluid ounces of Similac. This 
is the normal mixture and the caloric value is approxi- 


mately 20 calories per fluid ounce. 


M&R DIETETIC LABORATORIES, INC. = COLUMBUS, OHIO 
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given by mouth. When administered by rectum, how- 


ever, its action is only slightly retarded. The intact 
capsule may be inserted in the manner of a suppository 
by first pricking each end of the capsule with a pin; 
or, where fractional doses are desired, the powder may 
be suspended in tap water and given by rectum with 
a small syringe. 


Dietrich found that for good sedation in children of 
average nutrition the following doses were appropri- 
ate: one to three months, 4% to % gr. by rectum; 
three to six months, % to % gr. by rectum; six to 
thirty-six months, 34 to 1 gr. by rectum; three to eight 
years, 4% gr. by mouth or % to 1% ers. by rectum; 
eight to fifteen years, 3% to 1% grs. by mouth or 1 to 
1% grs. by rectum. For very deep sedation or for light 
analgesia some increase in dose may be necessary. Any 
dose in this schedule may be repeated safely once within 
an hour if the desired result is not obtained, or may be 
given with impunity every three to four hours if cir- 
cumstances demand prolonged sedation. 





COUNCIL AND COMMITTEE MEETINGS 

April 4, 1943—Syphilis Control Committee—Olds Hotel, 
Lansing. 

April 15, 1943—Distribution of Medical Care—Statler, 
Detroit. 

April 15, 1943—Executive Committee of The Council— 
Statler, Detroit. 

April 15, 1943—Mental Hygiene Committee—Ann Arbor. 

May 2, 1943—Joint meeting of the Child Welfare Com- 


mittee and Maternal Health Committee—Olds Hotel, 
Lansing. 


May 19, 1943—Executive Committee of The Council— 
Statler, Detroit. 





COUNTY MEDICAL SOCIETY MEETINGS 


Bay—March 24, 1943—Nurses’ Home Mercy Hospital— 
Speaker: Norman Westlund, M.D. 
April 28, 1943—Wenonah Hotel—Postgraduate Con- 
ference. 


Calhoun—April 6, 1943—Hart Hotel—Speakers: Hugh 
B. Robins, M.D. and W. L. Howard, M.D.—Subject : 
“The Tuberculosis Problem in Calhoun County.” 


Dickinson-Iron—April 8, 1943—Benzies Border Bar— 
Speaker: W. S. Jones, M.D., Subject: “The Eye 
and The General Practitioner.” 


Genesee—April 13, 1943—Elks Temple—Speakers: 
Franklin Top, M.D. and Robert B. Kennedy, M.D., 
who spoke on “Recent Advances in Immunization 
Procedures” and “Recent Advances in Obstetrics,” 
respectively. 


Gratiot-Isabella-Clare—April 15, 1943—Park Hotel, St. 
Louis, Michigan—State Representative T. J. Hoxie 
presented a résumé of the work of the 1943 Michigan 
Legislature. 


The Society adopted the following resolution un- 
animously : 


Wuereas, the medical profession of the United 
States is ready to offer constructive leadership in the 
advancement of medical principles that will further 
medical service to all of the people, and to preserve, 
not only the science and art of medicine, but the 
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READING NOTICES 


standards associated with the practice of medicine 
in America; 


Now, THEREFORE, Be It RESOLVED, that there be 
created by the A.M.A. House of Delegates a Com- 
mittee on Medical Service which shall be composed 
of the following members: (1) The President of the 
American Medical Association, ex-officio. (2) The 
Immediate Past-President of the American Medical 
Association. (3) The Secretary of the American 
Medical Association, ex-officio. (4) A member of 
the Board of Trustees of the American Medical As- 
sociation, designated and selected by the Board of 
Trustees. (5) One member of the American Medi- 
cal Association elected as hereinafter provided from 
each of the nine geographical subdivisions of the 
United States. 

Kalamazoo—April 20, 1943—Public Library Bldg— 
Semi-Annual Extramural Courses—Franklin Top, 
M.D., spoke on “Recent Advances in Immunization 
Procedures” and Harold Henderson, M.D., spoke on 
“Recent Advances in Obstetrics.” A panel discussion 
followed; Subject: “The Diagnostic Significance of 
Pain”—Participants: Carl G. Heller, M.D., Russell 
T. Costello, M.D., and Charley J. Smyth, M.D. 
April 22, 1943—Public Library Bldg—Speakers: W. 
L. Lowrie, M.D., spoke on “The Differential Diagno- 
sis and Management of Hypertension” and Law- 
rence S. Fallis, M.D., spoke on “The Indications for 
and the Use of Plasma Transfusions.” This was 
followed by a panel discussion on “The Diagnostic 
Significance of Pain’—Participants: Doctors Carl G. 
Heller, Russell T. Costello and Charley J. Smyth. 


Kent—April 13, 1943—Browning Hotel—Speakers and 
Subjects: John L. Law, M.D., “Recent Advances in 
Immunization Procedures” and Milton Darling, M.D., 
“Recent Advances in Obstetrics.” 


Ingham—March 20, 1943—Hotel Olds—Speaker: Reed 
Nesbit, M.D., who spoke on “Common Diseases of 
the Prostate.” 


Ionia-Montcalm—April 8, 1943—Speaker: Norman 
Westlund, M.D., who spoke on “Emotional Factors 
in Physical Illness.” 


Jackson—April 20, 1943—Hotel Hayes Ballroom— 
Clinical Dialogue—Speakers: Gordon B. Myers, 
M.D., and John W. Hirshfeld, M.D., Topic: “The 
Newer Concepts in the Diagnosis and Management 
of Diseases of the Liver.” 


Washtenaw—April 13, 1943—Hotel Allenel—Speakers: 
F. A. Coller, M.D. and C. C. Sturgis, M.D.—Subject: 
“The Newer Concepts in the Diagnosis and Manage- 
ment of Diseases of the Liver.” 


Wayne—April 5, 1943—Art Institute—Speaker: Cyrus 
C. Sturgis, B.S., M.D., Subject: “Some Changes 
Made in Care of Civilian Patients Due to War Condi- 
tions.” 

April 19, 1943—Art Institute—Speaker: Carl George 
Heller, M.D.—Subject: “Failure of the Male Gonads 
With Reference to Therapy of the Male Climacteric 
and Eunuchoidism.” 
West Side Medical Society met April 21, 1943—Movie 
-by J. Wyeth and Brother, on “Gastric and Duodenal 


Ulcer.” Questions answered by Doctors F. A. Weiser 


and W. A. Chipman. 
Jour. MSMS 
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A consideration of the subject of chemotherapy from 
the standpoint of the acute infectious diseases of 
childhood; the results of chemotherapy in the various 
| types of meningitis, poliomyelitis, sinusitis, complica- 
tions of measles, scarlet fever, acute pyelitis, gastro- 
intestinal diseases, pneumonia, acute bacterial endo- 
carditis, streptococcus sore throat, ordinary colds, etc.; 
and the type of dye to be used will be made. In 
doing this, it will be pointed out that sulfathiazole 
and sulfadiazine may be much more dangerous drugs 
than is ordinarily thought and that while the earlier 
drugs have greater objective symptoms, the newer 
ones produce complications that are hidden. These 
come on suddenly and are more serious than those 
following the administration of the earlier dyes. Par- 
ticular reference will be given to the role of the 
kidney in the use of dyes. 





"For my contribution to this symposium, I 

thought it best to consider the toxic effects of 
the various chemotherapeutic drugs, to stress 
those conditions for which one should be on 
guard when using these drugs in acute infections 
and briefly to review the conditions for which 
these drugs are indicated. 


It must be considered axiomatic that chemo- 
therapy should be used with a great deal of cau- 
tion; that it should not be used except for some 
good reason ; that it should not be used for every 
ill that the human race falls heir to; and that 
the disease for which it is used must be one for 


a Read at the Seventy-seventh Annual Meeting of the Michigan 
State Medical Society, at Grand Rapids, September 23, 1942. 
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good. Such patients must be under constant 
observation. In any other condition, even includ- 
ing gonorrhea, it is my impression that the re- 
sults are apparent soon or not at all. 


Another axiom may be coined, that is, if the 
drug does not produce any beneficial effect in 
the patient within twenty-four to forty-eight 
hours, it is time to change the therapy. 


It must be realized that these drugs are not 
substitutes for surgery and that frequently better 
results are obtained if a drug is used in combi- 
nation with specific antiserums. 


Chemotherapy is contra-indicated in the treat- 
ment of poliomyelitis and lymphocytic chorio- 
meningitis. There is no evidence that it will effect 
any virus infection other than inclusion blenor- 
rhea, for which it is nearly specific, and pos- 
sibly trachoma. Monkeys given chemotherapy 
and then poliomyelitis virus will develop a more 
severe form of the disease sooner than those not 
given any drug. There are reports in the litera- 
ture wherein diseases like poliomyelitis have been 
treated with Neoprontosil. This drug has no 
beneficial effect on this disease. 

If an individual has had chemotherapy before 
you treat him, you must remember that he might 
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have become sensitized, and subsequent chemo- 
therapy must be given with caution, starting out 
with small doses; otherwise, you may get a 
marked reaction. 

There are several kinds of chemotherapeutic 
drugs on the market. Each particular drug is in- 
troduced on the basis that it causes fewer reac- 
tions, can be given more easily, and is less toxic 
than some previously introduced drug. 


The American Medical Association has never 
accepted Neoprontosil. However, when other 
drugs cannot be taken, this drug has been recom- 
mended. It has also been recommended for the 
few conditions where drugs have to be given over 
a long period of time, and by some of the mem- 
bers of the Mayo Clinic, in gastro-intestinal in- 
fections. 

Sulfamethylthiazole has been taken off the 
market because its use was followed by too many 
neurologic complications. 


Promin, although a drug equally as good as 
sulfanilamide for treating streptococci, has not 
been pushed by its advocates and is still an ex- 
perimental product. The recent work with this 
drug in tuberculous infections of guinea pigs is 
interesting, but not conclusive. 

I need not consider sulfasuxidine because it 
is too early to draw conclusions about a drug so 
recently introduced. It is not quite definite yet 
that this drug is any better than sulfaguanidine. 
Nor need we pay too much attention to sulfabena- 
mide, penicillin or gramicidin for like reasons. 

By exclusion, the remaining drugs are: sulfa- 
nilamide, sulfapyridine, sulfathiazole, sulfadia- 
zine and sulfaguanidine. Many physicians abhor 
the use of sulfanilamide and sulfapyridine and 
prefer to use sulfathiazole or sulfadiazine. They 
don’t like to use the two former drugs because 
of the visible reactions and obvious complications. 
On the contrary, I feel that this is an advantage 
_for if a physician learns to use sulfanilamide 
intelligently, he knows immediately what dangers 
he is encountering merely by looking at the pa- 
tient and by checking the urine. Usually a glance 
at the patient will suffice. The complications are 
obvious. The same is true of sulfapyridine, but 
how different is it with sulfadiazine and sulfa- 
thiazole! We are told how these drugs lack toxici- 
ty; how they produce no visible side effects. The 
latter statement is true, but the invisible effects 
of these drugs which come on insiduously and 
surreptitiously may far outshadow the severity 
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of any of the reactions which follow the use of 
sulfanilamide. With sulfanilamide and sulfapy- 
ridine, you may get crystallization, perhaps ure- 
liths in the ureters, or perhaps a muddy urine in 
the pelvis of the kidneys. With sulfathiazole and 
sulfadiazine, a “frozen kidney” may result, ie., 
the tubules will be blocked. They appear as 
though concrete were poured along the passages. 
The first inkling you have of anything serious 
is when the patient may have a convulsion or 
anorexia or vomiting, the secondary signs of kid- 
ney disease. 


If these latter drugs are used, the blood-urea- 
nitrogen level should be taken on the third or 
fourth day if the patient has been treated mas- 
sively and on every other day thereafter. This is 
much more important than even examining the 
urine because the blood-urea-nitrogen level may 
be increased, azotemia may develop, and the 
patient may go into convulsions and a uremic 
state with scant evidence in the urine of any 
serious nature—certainly not with the gross blood 
that you repeatedly see with sulfanilamide and 
sulfapyridine irritations. These drugs, I feel, 
are dangerous drugs. You must remember that 
merely because the patient looks well and feels 
well, it does not mean that he will continue well. 


It is very important that the patient get enough 
fluid. If he takes enough of this, most of the kid- 
ney complications may be averted. The patient 
receiving massive amounts of the drug should be 
given at least 2,000 to 3,000 c.c. of fluid a day in 
one way or another; and there should be some 
relation between the intake and output. 


One need not worry about giving other drugs 
with sulfanilamide, although it is usually avoided. 
Certainly, however, there is good reason to give 
alkalies like sodium bicarbonate. 


Slides 


With sulfanilamide or sulfapyridine, these lesions of 
the ureters may be as shown in the slide where the 
ureter is dilated with ureliths. If you notice that your 
patient passes a muddy urine and if this muddy debris 
settles at the bottom of the test tube, investigate the 
possibilities of latent trouble due to kidney blockage. 
The next kidney shown here was taken from a monkey 
which also shows marked dilatation of the ureters sec- 
ondary to drug therapy. In the next slide, you see 
the actual size of these stones themselves. 

Reactions seen in the next patient shown represent 
reactions to too much sulfonamide therapy. He had 
taken over 745 grains in fourteen days. He developed 
fever and became sensitized. 
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A second patient had 500 grains of the drug and be- 
gan to have a slow rising temperature on the seventh 
day, which did not fall until the eleventh or twelfth 
day afterwards, an intermittent temperature reaction. 


The third patient, a physician, had chronic sinusitus 
and had taken 330 grains of drug over a period of 
eight days and was sent into the hospital with a 
typical scarlatiniform eruption. His temperature went 
down in three days. On the eighth day, he ingested 
only five grains of sulfanilamide and within a half 
hour his temperature had gone from normal to nearly 
49° C—a typical sensitivity reaction, and his subjective 
discomfort was very severe. Sometimes this sensitiv- 
ity is not appreciated. One may not be aware that a 
low grade type of temperature curve may be due to 
the drug. 


The temperature curve in a white female with acute 
puerperal endometritis swung from 98° F. to over 104° 
F, daily until the sulfonamides were discontinued. Just 
as soon as they were started again, the temperature 
rose. 


The anemias caused by sulfonamides are either 
chronic or acute. Chronic anemia is fairly com- 
mon. Practically every individual treated with 
the sulfonamides, especially sulfanilamide, will 
have some slight degree of hemoglobin decrease. 
This chronic type of anemia is slow in develop- 
ing and mild in character; the white blood cells 
are normal in amount and type, and there is no 
fever. About 3 per cent of the cases, however, 
develop fairly severe anemia and the red blood 
cell count may swing rapidly up and down. 
There may be a relatively high white blood cell 
count and some fever. 


A complication which is very serious is hepa- 
titis. Here are summaries of the histories of five 
patients. Their ages were 24, 25, 28, 40 and 41 
years and they received 26, 35, 35, 50 and 60 
grams of sulfanilamide, respectively. The find- 
ings were: an enlarged liver, moderate icterus, 4 
plus bile in the urine, an exfoliating dermatitis 
three times and an ascites once. Fortunately, 
all but one patient recovered when the drug was 
stopped. 


Next is a three-weeks-old child with pneumococcus 
meningitis and otitis media. There were 7,000 cells in 
the spinal fluid, 70 per cent of which were leukocytes. 
The patient seemed almost moribund at the start of 
therapy. He weighed only 3,220 grams and yet we gave 
large amounts of sulfapyridine, at least one gram daily 
for nine days. The temperature dropped within three 
or four days; the blood-urea-nitrogen level on the sec- 
ond hospital day was 11.5 and the sulfapyridine level 20 
mg. per cent. By the fourth hospital day, there were 
only 840 cells in the spinal fluid. The next day the 
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blood-urea-nitrogen level was 9.6. The patient refused 
to eat beginning on the ninth hospital day and the tem- 
perature rose. The blood-urea-nitrogen level at that 
time was 15.4. The urine was bloody and crystals were 
present, as well as a curious reversal of the leukocyte- 
lymphocyte ratio of the blood stream, a white blood 
cell count of 26,000 with a leukocyte count of 16 per cent, 
lymphocytes 77, the blood-urea-nitrogen level going as 
high as 23.9 per cent. On the fourth day after the drug 
was discontinued, the blood-urea-nitrogen started to come 
down and the leukocyte-lymphocyte ratio began to 
change. This infant illustrates all of the reactions one 
would expect to find—anorexia, fever, urinary findings, 
changes in the blood-urea-nitrogen level and the reversal 
of the leukocyte-lymphocyte ratio of the blood stream 
which appear when the ureters become blocked. 


The next slide depicts a diffuse maculopapular erup- 
tion which may appear as a result of drug sensitivity. 
When these drugs are given experimentally, they pro- 
duce skin lesions. 


One may get into a dilemma in treating a 
The patient may have an in- 
fluenzal meningitis that has to be treated over 
a long period of time and this infection is often 
associated with relapses. If the patient develops 
a sensitivity, i.e., a skin rash or obvious blood 
changes, there is nothing to be done except to 
change the therapy. If, however, the patient 
merely develops blockage of the ureters and 
tubules without signs of any sensitivity and with- 
out signs that the drug has caused any damage 
other than mechanical, the urinary pathways can 
be cleaned out directly by catheter or indirect- 
ly by giving large amounts of water internally 
or by infusion; after this is done and the 
temperature has come down, one can_ start 
treatment again with the same drug. I have 
seen the kidneys blocked two or three times 
when treating influenzal meningitis. Where you 
have a drug that is efficient, and are treating an 
individual who has a disease that will kill him 
unless treated, then one is justified in washing out 
the kidney and in trying to get rid of the drug, 
and promptly proceed in giving it again. 


serious infection. 


If an individual who is taking a certain drug 
becomes sensitized, the physician is in a predica- 
ment. His future course may depend upon the 
drug just used. If the patient becomes sensitive 
to sulfanilamide, usually he will not be sensitive 
to either sulfathiazole or sulfadiazine, and vice 
versa. But occasionally a patient seems to be 
group sensitive to the sulfonamide radical itself, 
or at least he is sensitive to practically all drugs 
as can be seen from the slide shown. 
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This slide represents an individual who became sen- 
sitive. When first admitted to the hospital in August, 
he had a sulfathiazole eruption. The drug was dis- 


continued. Later when the temperature became nor- 
mal, it was started again and he had another marked 
rise in temperature. It promptly fell when the drug 
was dropped, only to rise again when the same drug 
was given a few days later. Two trials of sulfanila- 
mide did not cause any reaction, but small amounts of 
sulfadiazine and sulfapyridine (0.25 gm.) caused defi- 
nite reaction. 


Complications 


Eruptions may be directly due to a toxic effect 
they produce in the patient, causing a severe 
erythematous maculopapulated generalized erup- 
tion, sometimes bullous in type. This toxic effect 
is rarely seen and only after large doses; subse- 
quent moderate doses cause no reactions. 

A purely allergic effect with urticaria, pruritis, 
sneezing, dyspnea, et cetera, might result if the 
patient had a reaction after the first dose of the 
drug, even with the smallest amount possible. 
It is stated that in such an instance the drug acts 
like a haptene. Subsequent doses cause the same 
effect. 

A third and most common type of reaction is 
the so-called allergo-toxic effect, which follows 
moderate doses approximately seven to fourteen 
days after the medicine is first given. This erup- 
tion simulates some of the contagious diseases 
in that it may be either a maculopapular or mor- 
billiform type of eruption, like measles and scarlet 
fever, a type of eruption which reappears if the 
drug is again given after the original rash has 
faded. 

It is not clear to me how this drug can cause 
a direct toxic effect as mentioned previously ; 
nor, have I seen any purely allergic type of reac- 
tion. Usually our patients have taken some sulfa 
drug previously. 

The allergo-toxic type of effect is common. 
Such patients, who have had one of the sulfa 
drugs and who have previously developed a typi- 
cal allergo-toxic reaction with all the side effects 
that go with it, may have an immediate reaction 
within a very few minutes to a few hours after 
the subsequent ingestion of a small amount of the 
same drug. 


If the mild toxic effects of the sulfonamides 
are present, one can continue the use of the 
drug. worry too much about 
malaise, vertigo, headache, buzzing of the ears, 
loss of appetite or even nausea; cyanosis fol- 


One does not 
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lowing sulfanilamide is so common that it does 
not require much comment. 


When, however, there are moderately severe 
toxic effects of the sulfonamides, one has to 
exercise some vigilance or even reduce the dose, 
i.e., where there is itching of the skin, abdominal 
pain, deep cyanosis, persistent vomiting and es- 
pecially diarrhea. 


Naturally, the drug must be discontinued if 
severe toxic effects or sulfanilamide demonstrate 
themselves, such as fever, dermatitis, anemia of 
any kind, leukopenia and jaundice. I am, of 
course, referring to the leukopenia due to the 
drug. Patients may have leukopenia, and al- 
though they do not necessarily respond to a drug 
per se, the drug may combat the secondary in- 
fection which accompanies these conditions, 
When the patient exhibits toxic manifestations 
to any of the sulfonamide drugs, one must stop 
its use at once, force fluids and transfuse. 


Treatment 


Many other recommendations have been of- 
fered, but none of them are necessary if the three 
previous admonitions are followed. Such things 
as pentnucleotides, oxygen, methylene blue, glu- 
cose and insulin are used but are unnecessary. 
The physician who is on the alert never wants 
to get to the stage where he has to treat a patient 
for toxicity resulting from the drug. He will 
observe his patient closely, examine the blood 
daily after the second or third day, get the 
blood-urea-nitrogen level after the fourth day and 
watch the patient for jaundice. I have had good 
results when I have used a dye carefully where 
the liver damage has been secondary to scarlet 
fever infections. We avoid its use in leukopenia 
due to the drug. I also avoid its use in anemia. 


Whenever sulfaguanidine is used for a long 
period of time, destruction of the resident colon 
bacillus in the gastro-intestinal tract occurs, as a 
consequence of which there may be some dis- 
turbance of vitamin function. It is felt that if 
the drug is to be given over a long period of time, 
it should be accompanied by the use of vitamin 
B plus vitamin K. 


Toxic Factors 


We should know something about the early 
toxic factors of the drug, so that we will be able 
to recognize toxic factors early. What are these 
toxic factors? In the gastro-intestinal tract and 
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its associated organs, one may have nausea, vom- 
iting, hepatitis, stomatitis and diarrhea; in the 
urinary system, crystals, hematuria, anuria or 
azotemia; in the central nervous system, there 
may be mental and neurologic changes with diz- 
ziness, psychoses and the sight and hearing may 
become affected; or reactions in the skin and 
mucous membranes may occur, such as jaundice, 
cyanosis, dermatitis, conjunctivitis, purpuric 
spots, agranulocytic lesions; or blood conditions, 
such as agranulocytosis, acute hemolytic anemia, 
mild hemolytic anemia, leukopenia with granu- 
locytopenia or leukocytosis with acute anemia ; or 
general effects, such as fever, acidosis or joint 
disturbances. 


With regard to the individual drugs, one may 
summarize these toxic conditions. So far as 
the gastro-intestinal system and accessory organs 
are concerned, reactions follow the use of 
sulfanilamide, sulfapyridine and sulfaguanidine. 
Sulfathiazole and sulfadiazine do not seem to 
produce many such reactions. In the skin, sulfa- 
thiazole is the great offender and perhaps sulfa- 
nilamide next. All the other drugs may give 
As far as general reactions are con- 
cerned, such as fever, sulfanilamide and sulfa- 
thiazole are common offenders. Sulfanilamide 
and sulfapyridine are more apt to cause anemias. 
In the genito-urinary system, sulfanilamide and 
sulfapyridine are apt to cause reactions and the 
formation of stones of the urinary tract, pelvis 
and kidney. Much more serious than this, in my 
opinion, is the fact that sulfadiazine and sulfa- 
thiazole may cause the formation of a frozen kid- 
ney, in which the tubules are blocked. Finally, 
involvements of the nervous and mental system 
may follow. They seem more common with the 
use of sulfanilamide and sulfapyridine. 


reactions. 


Certain drugs are recommended for certain 
conditions; adenitis usually caused by strepto- 
coccus—sulfanilamide, sulfathiazole or sulfadia- 
zine is recommended; bacteremia—any one of 
the drugs, dependent upon the type; dysentery 
is treated with sulfaguanidine; epidemic sore 
throats—either sulfathiazole or sulfanilamide. I 
still treat erysipelas with sulfanilamide. Many 
physicians have treated kidney infections with 
sulfathiazole. Lymphogranuloma has been treat- 
ed with sulfadiazine; mastoiditis and meningitis, 
depending on the cause, have been treated with 
any one of the drugs. Sulfathiazole is not used 
in meningitis. This drug is not absorbed freely 
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into the cerebrospinal circulation, although it has 
been stated that experimentally the drug is ab- 
sorbed when there is an infection; osteomyelitis 
—probably sulfadiazine ; otitis media—again most 
any one of the dyes; pneumonia—sulfapyridine 
and sulfadiazine, usually sulfathiazole in infants ; 
acute rhinitis of virus etiology is not to be treated ; 
suppurative adenitis—either sulfanilamide, sul- 
fathiazole or sulfadiazine. Specifically, sulfa- 
guanidine acts best in B. coli infections and like- 
wise in dysentery, although there have been some 
reports of the good effects of sulfathiazole against 
these organisms. If it were to be used in typhoid, 
perhaps sulfaguanidine is the one to use. Sulfa- 
nilamide is efficacious against B. Welchii; sulfa- 
diazine, Friedlander’s bacilli; sulfathiazole, gon- 
ococcus; sulfanilamide or sulfadiazine, influenzal 
meningitis ; sulfadiazine or sulfanilamide, menin- 
gococcus; sulfapyridine or sulfadiazine, pneumo- 
coccus ; sulfathiazole or sulfadiazine, staphylococ- 
cus; sulfanilamide or sulfadiazine, streptococcus 
hemolyticus. 

It is my personal opinion that we could prob- 
ably practice medicine with just three dyes—sul- 
fanilamide, sulfadiazine and sulfaguanidine. The 
probabilities are, however, that pediatricians will 
insist on using sulfathiazole since they feel that 
children tolerate it well and do not have marked 
gastro-intestinal symptoms. I feel that sulfa- 
diazine is just as good. We reserve sulfapyri- 
dine for those patients who do not respond to 
other forms of therapy. 

It is felt that if we learn how to use these 
drugs just mentioned, our patients would receive 
all of the advantages that can possibly be ob- 
tained from any chemotherapeutic drug thus far 
described in the literature. 


=—Msms 





The local injection of 20 c.c. of novacain will often 
give dramatic relief in acute subdeltoid bursitis. 


* * x 


While treating patients having colles fractures, have 
them place their hand behind the neck twice every 
hour so as to exercise the shoulder. 


*x* *K Xx 


Gout is the most common cause of acute postopera- 
tive arthritis. 
ee 


The treatment of club feet should be instituted with- 
in a few days after birth. 


—EucGENE W. Secorp, M.D., Detroit 
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During the past seven years, the value of ad- 
ministering the sulfonamides in the prevention and 
treatment of a variety of infections has been recog- 
nized. To obtain maximum success with these drugs 
it is necessary to have an understanding of certain 
principles inherent in this type of chemotherapy. In 
this discussion emphasis will be placed upon pre- 
sentation of the following factors responsible for 
the successful use of sulfanilamide and its deriva- 
tives in general practice. 


1. Proper Selection of Drug 
2. Early Treatment 
3. Adequate Dosage 
4. Detection of Drug ‘Toxicity 
5. Employment of Other Therapeutic Measures 
" Tue chemical treatment of bacterial disease 


was reopened with the discovery of the effec- 
tiveness of the sulfonamide group of drugs. Nu- 
merous clinical studies have established the thera- 
peutic value of the sulfonamides in many types of 
infections, some of which, until these drugs were 
introduced, had been almost uniformly fatal. To 
obtain maximum success with the sulfonamide 
drugs, it is important to have an understanding 
of the factors which make for success or failure 
in the treatment of different types of infection. 
The purpose of this paper, therefore, is to discuss 
some of the more important basic principles in- 
herent in this type of chemotherapy. Although no 
two cases are identical in all their detail, the fol- 
lowing discussion of the factors responsible for 
successful sulfonamide therapy may be applied in 
general to all types of infections. For the most 
part, only those drugs which have been accepted 
as being effective in the control of various bac- 
terial diseases will be considered. 


Proper Selection of Drug 


The proper selection of drug to be employed in 
a given infection depends largely upon three fac- 


"Re ad at the Seventy-seventh Annual Meeting of the pone 
State Medical Society, Grand Rapids, September 23, 1942. 
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(1) the drug must possess maxi- 
mum antibacterial action against the offending or- 
(2) the drug must be capable of reach- 
ing the region of the infection in effective concen- 
tration, and (3) the drug should be the least toxic 
and at the same time satisfy the first two criteria, 


tors, namely : 


ganism ; 


1. Antibacterial Activity of the Sulfonamides. 
—From clinical trial with these compounds, we 
have learned that certain bacteria are more sensi- 
tive than others to the various members of this 
group. It is important, therefore, to know which 
drug is likely to be the most effective against a 
given infectious agent. A number of sulfonamide 
drugs have been shown to possess a high degree 
of antibacterial activity against many kinds of 
experimental infections, but because of their be- 
havior and toxicity in man, only a few of these 
compounds are of clinical usefulness. Hence, we 
will first consider their clinical pharmacological 
and toxicological properties. 


2. Pharmacology.—The intelligent use of 
these drugs demands an understanding of the 
factors concerned with their absorption by, distri- 
bution in, and excretion from, the body. With the 
exception of sulfanilamide, these compounds are 
quite insoluble in water, although they attain 
greater solubility in body fluids. The drug con- 
centration reached locally and in the blood is 
dependent both on the rate of entry into and 
the rate of exit from the local area and the cir- 
culating blood. The rational basis for the local 
application of the sulfonamides is the higher 
concentration obtained locally and, because of 
the relatively greater solubility of sulfanilamide 
in wound fluids, its use locally has thus far 
proved to be the most satisfactory. However, the 
limited solubility of sulfapyridine, sulfathiazole, 
and sulfadiazine is partially balanced by the fact 
that these drugs remain in the wound longer 
than does sulfanilamide. When administered by 
mouth, all of these drugs are nearly completely 
absorbed from the intestinal tract into the blood 
stream within two to four hours after the in- 
gestion of moderate (3 gm.) doses. After the 
fourth hour the amount of drug in the circulat- 
ing blood, with the exception of sulfadiazine, 
diminishes rapidly. Therefore, in order to attain 
and maintain adequate blood concentration of 
these drugs, it is necessary to administer a large 
initial dose, followed by smaller amounts of the 
drug at four-hour intervals, day and night. Ob- 
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viously, when the drugs are employed parenteral- 
ly, high blood levels are obtained more rapidly 
than when they are administered locally or by 
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urea in their uniform distribution throughout 
the body, as, after they pass into the blood 
stream, they diffuse readily into the various body 











mouth. tissues and fluids. The drug concentration in 
TABLE I. TOXIC MANIFESTATIONS OF THE SULFONAMIDES 
Reaction Sulfanilamide Sulfapyridine Sulfathiazole Sulfadiazine 
Dizziness Common Common Uncommon Uncommon 
Cyanosis Common Common Uncommon Uncommon 
Nausea, Vomiting 30 per cent 60 per cent 18 per cent 4 per cent 
Fever 9 per cent 3 per cent 5 per cent 3 per cent 
Dermatitis 2 per cent 2 per cent 4 per cent 1 per cent 
Conjunctivitis Not seen Not seen 2 per cent Not seen 
Episcleritis Not seen Not seen Not seen Rare 
Psychosis 1 per cent 4 per cent 3 per cent 4 percent 
(Microscopic Not seen 10 per cent 8 per cent 3. per cent 
Hematuria 4 
|Gross Not seen 1 per cent 0.7 per cent Rare 
Renal Calculi Not seen 0.5 per cent 0.3 per cent Rare 
Anuria Not seen 0.4 per cent 0.5 per cent Rare 
Neutropenia 1.0 per cent 2 per cent 2 per cent 1.5 per cent 
Agranulocytosis Rare Rare Reported Reported 
Acute hemolytic anemia 1.2 per cent 1 per cent Very rare Rare 
Mild anemia 4 per cent 2 per cent Uncommon Uncommon 
Hepatitis Rare Very rare Very rare Not seen 
Neuritis Rare Very rare Very rare Not seen 

















Following their absorption into the blood 
stream, the sulfonamides are partially conjugat- 
ed by the liver into the acetylated or conjugated 
forms. Since the acetylated derivatives of the 
sulfonamides are therapeutically inactive, and 
tend at the same time to be more toxic, a high 
degree of acetylation is therefore distinctly dis- 
advantageous. In general, approximately 20 per 
cent of sulfanilamide, 30 per cent of sulfathia- 
zole, and 15 per cent of sulfadiazine appear in 
the circulating blood as acetylated compounds. 
Because of the irregular conjugation of sulfa- 
pyridine, varying from 10 to 90 per cent, it is 
impossible to predict the amount of acetylsulfa- 
pyridine present, although the average is about 
30 per cent of the total drug. Thus, the useful- 
ness of sulfapyridine has been limited because of 
its irregular and, at times, high degree of 
acetylation. . 

The sulfonamides resemble the behavior of 
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tissues varies in relation to its vascularity, so 
that diffusion into areas of chronic infection, 
bone and necrotic tissue may be deficient. All of 
these drugs are present in exudates and tran- 
sudates in concentrations equal or higher than 
those found in the blood. With the exception 
of sulfathiazole, they pass readily into the cere- 
brospinal fluid in concentrations averaging 50 to 
65 per cent of that present in the blood. Because 
of the relatively low concentration of sulfathia- 
zole attained in the cerebrospinal fluids, about 
20 per cent of the blood level, its use in menin- 
geal infections has been limited. The low con- 
centration of sulfathiazole in the spinal fluid is 
not necessarily of great consequence, as it is the 
existence of antibacterial concentrations of drug 
in sub-meningeal tissues, curtailing bacterial in- 
vasion, which probably limits the spread of the 
process as much as the drug in the spinal fluid 
itself. It is, nevertheless, desirable to have a bac- 
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SELECTION OF DRUGS 
Drug of Choice 


TABLE II. 


Infection due to 


Pneumococcus Sulfadiazine 
Meningococcus Sulfadiazine 
Bacillus mucosus capsulatus Sulfadiazine 
Streptococcus viridans Sulfadiazine 
Streptococcus hemolyticus Sulfanilamide 


or Sulfadiazine 

Sulfathiazole or Sulfadiazine 
Sulfathiazole or Sulfadiazine 
Sulfathiazole or Sulfadiazine 
Sulfathiazole or Sulfadiazine 
Sulfathiazole or Sulfadiazine 
Sulfathiazole or Sulfadiazine 
Sulfathiazole or Sulfadiazine 
Sulfathiazole or Sulfadiazine 
Sulfaguanidine or Sulfathiazole 


Streptococcus fecalis 
Staphylococcus 
Gonococcus 
Escherichia coli 
Bacillus proteus 
Aerobacter aerogenes 
Bacillus pyocyaneus 
Hemophilus influenze 
Bacillus dysteriz 





teriostatic concentration of drug in the spinal 
fluid, and, for this reason, sulfathiazole is not 
recommended for the treatment of meningitis, 
although good results have been obtained with 
its use in such infections. These compounds, with 
the exception of sulfathiazole, readily penetrate 
the red blood cells. This is perhaps of clinical 
importance as far as the development of hemo- 
lytic anemia is concerned. 


The sulfonamide drugs, regardless of their 
route of administration, are excreted mostly in 
the urine, both in free and acetylated form, and, 
with the exception of sulfadiazine, excretion of a 
single dose is almost complete within twenty- 
four hours. Only small quantities are excreted 
in the tears, breast milk, sweat, saliva, or stools. 
Their excretion by the kidneys is similar to that 
of urea, but reabsorption by the tubules occurs 
to a greater extent, and their elimination is re- 
duced in the presence of kidney damage. How- 
ever, the clearance of these drugs is definitely 
increased by an increased rate of flow of urine 
and this is best obtained by forcing fluids, either 
by mouth or, if necessary, parenterally. With a 
decrease in kidney function an increase in drug 
concentration in the blood occurs, especially of 
the acetyl fraction. Therefore, should the volume 
of urine become low, the possibility of stone 
formation in the urinary tract by precipitation 
of crystals of the acetyl compounds, except 
acetylsulfanilamide, is greatly increased. Hence, 
it is extremely important, in order to facilitate 
the excretion of the acetyl derivatives by the kid- 
neys, to maintain a urinary output of at least 


1200 c.c. daily. 


3. Toxicology.—In Table I is shown the inci- 
dence of the more common toxic manifestations 
observed in natients receiving the sulfonamides. 
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Although sulfadiazine has not been used as ex- 
tensively as the other members of this group, 
there are sufficient data now available which lead 
us to believe that it is the least toxic of these 
drugs. 


On the basis of the above criteria, the follow- 
ing recommendations regarding the proper selec- 
tion of drugs in a given infection are made 
(Table Il). No doubt, with the rapid develop- 
ments of chemotherapy, some of these recom- 
mendations will soon be subject to change. 


Early Treatment 


Experience with these drugs in many kinds of 
bacterial disease has shown that the length of 
time that elapses between the onset of the infec- 
tion and the beginning of sulfonamide therapy 
represents the most important single controllable 
factor in the prognosis of the disease. The best 
results, therefore, with the sulfonamides are ob- 
tained when they are administered early in the 
infection, while the number of bacteria is still 
limited and the extent of tissue breakdown is at 
a minimum. Although it is important to make a 
bacteriological diagnosis in each case, it is usually 
expedient to start chemotherapy on the basis of 
the clinical picture alone, without waiting for 
the laboratory findings. This does not mean, 
however, that the necessary bacteriological studies 
are to be neglected, as every effort should be 
made to determine the causative agent. Not only 
is this of importance for the proper selection of 
drugs to be employed, but also in those cases 
where additional therapeutic measures are neces- 
sary, such as the use of specific serum, this 
knowledge is indispensable. 


Adequate Chemotherapy 


To obtain maximum therapeutic results with 
the sulfonamides, it is necessary to administer 
the drug in such a manner as to attain effective 
concentration of the drug in the circulating blood 
and/or at the site of the infection, and to main- 
tain the same until the patient has developed 
sufficient immunity against the infection to pre- 
vent a relapse. Thus, adequate chemotherapy 
largely depends on: (1) the methods used in 
administering the drug, and (2) the scheme of 
dosage employed. 


1. Methods of Administration—In general 
the oral administration of the sulfonamides has 
proved to be the most satisfactory method in the 
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treatment of acute systemic infections. However, 
in certain instances where a rapid elevation of 
the blood level of the drug is desired, or where 
oral medication is impracticable or impossible, 
it is often necessary to resort to parenteral ad- 
ministration. In such cases, sulfanilamide, be- 
cause of its relatively higher degree of solubility 
in water, can be given subcutaneously or in- 
travenously as an 0.8 per cent solution in sterile 
physiological saline. The best results with sulfa- 
nilamide parenterally are obtained with the sub- 
cutaneous route, by virtue of a more uniform 
absorption into the circulating blood. In order 
to administer sulfapyridine, sulfathiazole, or 
sulfadiazine parenterally, it is necessary, because 
of their physical properties, to employ the sodium 
salt of these drugs. It is advisable to give these 
compounds intravenously as a 5.0 per cent solu- 
tion in sterile distilled water. Because of the 
slower excretion of sulfadiazine, its use by vein 
has given more satisfactory results than has the 
sodium salts of sulfapyridine or sulfathiazole. All 
of these drugs may be used locally and, as men- 
tioned above, sulfanilamide has yielded the best 
results, as the limited solubility of sulfapyridine, 
sulfathiazole, and sulfadiazine give rise to lower 
drug concentration. However, they do have a 
wider range of action than sulfanilamide and 
also remain longer in the wound. 


2. Dosage.—In discussing the dosage of these 


drugs, it is well to point out several factors 
which tend to influence the amount of drug that 
is necessary to obtain the desired therapeutic re- 
sults. The infecting organism, both as to its 
susceptibility to the drug and as to the severity 
and type of lesion which it produces, must be 
considered. Acute conditions, involving soft tis- 
sues, require different dosages than do chronic 
established infections or urinary tract disturb- 
ances. Moreover, certain other factors, such as 
kidney function, drug absorption, and the state 
of dehydration all influence the amount of drug 
found in the blood. It becomes apparent, there- 
fore, that it is impossible to outline a course of 
sulfonamide therapy which will suit the needs of 
every patient. However, once drug treatment has 
been started, it is important to continue the 
drug until complete clinical cure is obtained. Not 
infrequently, a fall in temperature proves de- 
ceptive, and a spread or recurrence in the in- 
fection will occur if treatment is stopped too 
early. Chemotherapy should be continued until 
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the patient has developed sufficient immunity 
against the infection to prevent a relapse, al- 
though the time required for the development of 
an immunity varies with individual patients and 
infections. A safe procedure to follow when in 
doubt, is to reduce the dose gradually over a 
period of days and watch the patient carefully 
for any evidence of recurrent infection. Not in- 
frequently an infectious process will be masked 
by the action of these drugs and, after chemo- 
therapy has been discontinued, the signs and 
symptoms of the infection will manifest them- 
selves. Theoretically, all patients treated with 
the sulfonamides should be followed by fre- 
quent estimation of the concentration of the drug 
in the blood. However, experience with these 
drugs, with the exception of sulfanilamide, has 
failed to show any consistent correlation between 
therapeutic effectiveness and the blood level of 
free drug. Furthermore, in many instances in 
which these drugs are used, facilities for deter- 
mining their concentration in blood will be lack- 
ing. Therefore, it seems reasonable for practical 
purposes to administer the approximate amount 
of drug which experience indicates will probably 
be therapeutically effective. In general, the fol- 
lowing recommendations on dosage are for the 
treatment of adults suffering with acute infec- 
tions requiring full amounts of the drug. 


Sulfanilamide.—A blood concentration of free 
sulfanilamide of 10 mg. per cent will give maxi- 
mum therapeutic effectiveness in most types of 
infections susceptible to the drug. Higher con- 
centrations (15 mg. per cent) are indicated in 
certain instances, such as meningeal infections. 
In general, adequate blood concentration of free 
drug can be accomplished by an initial dose of 
3 to 5 gm. of sulfanilamide, followed by doses 
of 1.0 to 1.3 gm. every four hours day and 
night. The above dose schedule applies also to 
parenteral administration of sulfanilamide in 0.8 
per cent solution by the subcutaneous route, al- 
though the rate of absorption by the tissues will 
influence the number of injections necessary. In 
general, it is necessary to give the drug every 
six to eight hours in order to maintain adequate 
blood levels of free drug. For local use, the 
amount of drug used will depend largely on the 
size of the area involved. A conservative dose 
provides 1 gm. for each 10 square inches of 
surface involved. When used in closed cavities, 
no more than 5 gm. should be instilled. At no 
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time should more than 15 gm. be used locally, 
because the drug is absorbed rapidly and toxic 
reactions may develop. 


Sulfapyridine and Sulfathiazole——As men- 
tioned above, the amount of free drug in the 
blood is of doubtful significance, although a level 
of above 5 mg. per cent should give maximum 
results except in certain cases, such as meningitis, 
where higher levels (10 to 15 mg. per cent) are 
desirable. The usual dosage by mouth for sulfa- 
pyridine and sulfathiazole is an initial dose of 
3 to 4 gm. followed by 1 gm. every 4 hours day 
and night. For intravenous use with the sodium 
salt of these drugs, the initial dosage is 3 to 4 
gm., followed by 2 gm. at 6-hour intervals. The 
local use of these drugs is the same as with 
sulfanilamide, but, as noted previously, their rela- 
tive insolubility probably limits their effective- 
ness. 


Sulfadiazine —Although we have been unable 
to determine any definite correlation between the 
effectiveness of sulfadiazine and the concentra- 
tion of free drug in the blood, it appears that if 
a free blood level of 5 to 10 mg. per cent is 
maintained, satisfactory results may be expected 
in most types of infection. Usually, this level 
can be realized by administering an initial 3 to 4 
gm. dose of the drug by mouth, followed by 1 
gm. every six hours thereafter. It is possible, in 
most cases, to adhere to this six-hour dose 
schedule, but occasionally, when a higher blood 
level of drug is desired, the 1 gm. dose is given 
at four-hour intervals. Furthermore, because of 
the behavior of sulfadiazine, the intravenous use 
of its sodium salt is more easily controlled and 
it is possible to employ the same dosage as with 
sodium sulfapyridine and sodium sulfathiazole, 
but at twelve-hour intervals. Employ sulfadiazine 
locally as mentioned above with the other drugs. 
In general, the doses of sulfathiazole and sulfa- 
diazine used to treat urinary infections have been 
lower than those used to treat other conditions. 
For most types of infection involving the urinary 
tract treated with these drugs, urinary concen- 
tration of 50 to 200 mg. per 100 c.c. is usually 
sufficient to sterilize the urine, and such a level 
can be maintained by administering 2 to 3 gm. 
daily in divided doses. 


Sulfaguanidine.—In addition to the drugs al- 
ready discussed, there is still another sulfonamide 
compound, sulfaguanidine, worthy of comment. 
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This drug differs from the other members of the 
sulfanilamide group, in that it can be given by 
mouth in such doses that saturation of the in- 
testinal contents occurs without producing levels 
of the drug in the blood higher than 4 mg. per 
cent. Because of the antibacterial activity and 
behavior of sulfaguanidine, it is useful in the 
treatment of infections mainly or entirely lo- 
calized in the lumen of the intestine, such as 
bacillary dysentery. The drug is attended with 
comparatively few toxic effects, although drug 
rash, drug fever, conjunctivitis, and crystalluria 
are observed. The following dosage is employed 
in cases of bacillary dysentery: An initial dose 
by mouth, 0.1 gm. per kilo. of body weight, fol- 
lowed by 0.05 gm. per kilo. of body weight ev- 
ery four hours until the number of stools per 
day is five or less, then 0.05 gm. per kilo. of 
body weight every eight hours for seventy-two 
hours. Since practically all of the absorbed drug 
is excreted by the kidneys, the importance of 
maintaining an adequate urinary output is ob- 
vious. No doubt, sulfaguanidine or some other 
sulfonamide derivative having similar properties, 
such as sulfasuxidine, will prove effective in 
other types of intestinal infections. 


Control of Drug Toxicity 


As is the case with many other chemothera- 
peutic agents, the sulfonamides give rise to a 
variety of toxic manifestations (Table I), and 
in order to employ these drugs intelligently, one 
must be familiar with the potential dangers as- 
sociated with their use. Fortunately, most of 
these toxic effects are not serious, and, if the 
patients are closely followed, the more severe re- 
actions may be minimized. Furthermore, the in- 
cidence of severe toxicity is increased with their 
prolonged administration, but, since these com- 
pounds exert their maximum therapeutic effect 
within a comparatively short period of time, the 
necessity of continuing chemotherapy for longer 
than ten days is most unusual, except in certain 
types of infections. 


In order to recognize and control these toxic 
reactions, the employment of certain clinical and 
laboratory procedures is essential. Skin rashes 
may occur at any time after the beginning of 
treatment, especially after the fifth day. In such 
cases it is best to stop chemotherapy, particularly 
if exfoliative dermatitis is present, although the 
drug may be continued with caution, if neces- 
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sary. Drug fever is most commonly seen five 
to ten days after treatment has been started, but 
may occur at any time. Not infrequently it is 
difficult to determine whether the temperature 
rise represents a drug reaction or a recrudescence 
of the infection. Except in complicated cases, 
the fever of the original infection is usually nor- 
mal by the third day of treatment and, if the 
patient is clinically improved, one should suspect 
a secondary rise in temperature as being due to 
the drug. Drug fever is often followed by derma- 
titis, hemolytic anemia, or neutropenia, and if 
it occurs, treatment should be stopped, unless 
the risk to the patient of continued infection 
seems greater than the risk of a severe drug 
reaction. As a rule, if the fever is due to the 
drug, it will drop within twenty-four to forty- 
eight hours, if the drug is discontinued and fluids 
forced. 


With the exception of sulfanilamide, the toxic 
reactions involving the urinary tracts constitute 
the most important problem in this type of 
chemotherapy. The renal complications are due 
in part, if not entirely, to the presence in the 
urinary tract of crystals composed of the drugs, 
especially the acetyl portions. However, the 
presence of crystalluria alone does not indicate 
renal involvement, unless it is associated with 
progressive oliguria, hematuria, azotemia, or loin 
pain. Not infrequently, microscopic hematuria 
accompanies infectious diseases, and, unless a 
progressive number of red blood cells is detected, 
or other evidence of renal damage is apparent, 
cautious treatment may be continued, but it 
should be remembered that hematuria is often 
a precursor of severe renal insufficiency. Obvi- 
ously, the appearance of gross hematuria, or any 
of the above kidney complications, are indica- 
tions for stopping the drug and, at the same 
time, fluids should be forced, the urine alkalized, 
and hypertonic glucose solution administered in- 
travenously to promote diuresis. Occasionally, 
ureteral catheterization is indicated, but should 
be employed only after other measures have 
failed. Since crystalluria from these drugs ap- 
pears to be less frequent in an alkaline urine, it 
is advisable to administer alkalis in equal amounts 
to all patients receiving the sulfonamides, except 
in certain urinary tract infections, such as those 
due to the streptococcus fecalis in which an acid 
urine affords better therapeutic results. However, 
as mentioned above, the maintenance of a 
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urinary output of at least 1200 c.c. daily consti- 
tutes the most important factor in preventing 
the occurrence of severe renal complications. 


Acute hemolytic anemia usually occurs during 
the first four days of treatment and requires 
cessation of chemotherapy and transfusion of 
citrated blood. Mild anemia of the hemolytic 
type is frequently seen and the drug may be 
continued, but should the hemoglobin fall below 
60 per cent, transfusions are indicated. Depres- 
sion of the white blood cells may occur at any 
time, although there have been no cases of 
agranulocytosis which developed within the first 
twelve days of treatment. It is best, therefore, 
to check the blood constituents every two to three 
days, especially in cases requiring the drug for 
longer than ten days. Nausea and vomiting are 
the most frequent toxic reactions from these 
drugs and should the vomiting become severe, it 
is advisable to check the serum chlorides. 


Contra-indications to Sulfonamide Therapy 


Theoretically, the only possible contra-indica- 
tion to the use of the drugs is a history of a 
previous sensitivity to sulfanilamide, or one of 
its derivatives. However, in our experience, there 
have been a number of instances in which pa- 
tients have developed toxic reactions to one mem- 
ber of this group of drugs and not to another, 
although this would not necessarily indicate that 
the patient would not have experienced an un- 
toward reaction to the original drug. In such 
cases, with histories of previous sulfonamide 
toxicity, it has been our practice to administer 
chemotherapy at once and follow the patient very 
closely, rather than withhold drug treatment. 
The presence of anemia, jaundice, acute nephritis, 
leukopenia, or neutropenia per se does not contra- 
indicate sulfonamide therapy, as these conditions 
will usually disappear as the infection is brought 
under control by adequate chemotherapy. Obvi- 
ously, if such conditions are present, necessary 
measures should be taken to detect their further 
development. We know of no medication or food 
which cannot be given to patients receiving these 
drugs. 


Employment of Other Therapeutic Measures 

Regardless of the proven value of sulfonamide 
therapy, it is to be remembered that these drugs 
are not to be employed to the exclusion or neglect 


of other established therapeutic or supportive 
measures. 
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1. Surgical Removal or Drainage of Primary 
Focus.—Clinically, it has been demonstrated that 
the sulfonamides exert their greatest effective- 
ness in diffuse lesions characterized by maximal 
tissue invasion and minimal tissue destruction. 
The presence of necrotic tissue or pus in a lesion 
prevents the drugs from acting upon bacteria 
with the same maximum effect which they exhibit 
in diffuse, non-suppurating infections. It appears, 
therefore, that their effectiveness in various con- 
ditions is determined chiefly by the situation of 
the infecting organism and the pathological char- 
acter of the infected tissue. If bacteria are situ- 
ated in a relatively poor medium for promoting 
growth, as blood or urine, the drugs are very 
effective. However, if the bacteria are situated 
in tissue medium, rich in products of tissue 
breakdown, which favors bacterial growth and 
inhibits sulfonamide action, the drugs seem clin- 
ically to accomplish little more than to protect 
uninvolved tissue. Hence, if tissue necrosis or 
pus formation is present, as in the case of pneu- 
monia with empyema, meningitis with mastoidi- 
tis, or septicemia with osteomyelitis, the sulfon- 
amides are not to be employed as _ substitutes 
for surgery, but may be used in hopes of pre- 
venting a spread in the infection. It follows, 
therefore, that the most important single factor 
in the successful handling of such cases is the 
location and removal or drainage of the focus of 
infection by proper surgical procedure. Further- 
more, in the treatment of urinary tract infections 
every effort should be made to eliminate every 
possible cause of urinary stasis, in order to 
produce an adequately draining urinary tract, as 
no treatment is adequate until maximum drain- 
age has been provided. 


2. General Supportive Measures.—Close at- 
tention to, and the employment of appropriate 
measures for the correction of any disturbances 
in body fluids, electrolytes, blood constituents, 
vitamins, etc., constitute important factors in the 
successful handling of a patient suffering with 
infection. Furthermore, in cases failing to re- 
spond to sulfonamide therapy or those who are 
unable to tolerate the drug, the use of additional 
therapeutic agents, such as specific serum, is 
indicated. 


Prophylactic Use of Sulfonamides 


The usefulness of the sulfonamides as prophy- 
lactic agents is difficult to evaluate, as one can- 
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not be certain that infection has, or would have 
occurred. However, it seems reasonable that if 
these drugs are effective in the treatment of cer- 
tain established infections, they might well be 
employed prophylactically in the prevention of 
such infections. Already there has appeared in 
the literature a number of reports which sug- 
gest that these drugs are of value in preventing 
infection following accidental or surgical insult 
to the body, such as burns, traumatic wounds, 
compound fractures, appendectomies, bowel re- 
sections, pulmonary lobectomies, nephrectomies, 
and transurethral prostatic resections. In view of 
the frequency with which subacute bacterial en- 
docarditis follows the extraction of septic teeth, 
or the removal of infected tonsils, it seems ad- 
visable to give sulfadiazine to all patients with 
acquired or congenital heart disease in whom 
these operative procedures are contemplated. Al- 
though these drugs are definitely contra-indicat- 
ed in cases of active rheumatic fever, they may 
be used to protect against the development of 
recurrent attacks after the acute stage of the 
disease has passed. Patients with chronic pul- 
monary disturbances, such as bronchitis and 
bronchiectasis, often develop severe pulmonary 
infection after operation and, in such cases, the 
drug may be given as a preventive measure. Fur- 
thermore, it is well to administer the drug in 
patients requiring frequent catheterization or 
cystoscopic examination, in order to minimize 
the febrile reaction which often follows these 
procedures. 


Comment 


The introduction of sulfanilamide and its re- 
lated compounds into the field of chemotherapy 
has provided the practicing physician with an 
efficient weapon which, if properly employed, 
will result in a high percentage of cures. It is 
our belief that if the basic considerations dis- 
cussed in this paper are recognized consistently, 
that constantly improving results will be obtained 
with the use of the sulfonamides in general prac- 
tice. In general, the following represent the 
cardinal principles of successful sulfonamide 
therapy : 

Proper selection of drug 

Early treatment 

Adequate chemotherapy 

Control of drug toxicity 

Employment of other therapeutic and sup- 
portive measures 
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This paper summarizes the current thought concern- 
ing the therapy of fresh compound fractures. Its 
scope was planned to include all pertinent features 
of the therapy including the transportation of the 
patient. 

The literature on this subject for the past five 
years was reviewed and the concepts therein found 
were correlated and presented. The work that has 
come out of the Spanish Civil War and the European 
phase of World War II was reviewed in so far as it 
was available in the American literature. 

An effort has been made to evaluate the indica- 
tions and efficacy of primary closure, internal fix- 
ation, débridement, and the Orr-Trueta method. Men 
tion of the therapy and prevention of the compli- 
cations of Tetanus and Gas Bacillus infections is in- 
cluded. 

In summary fourteen points which in the au- 
thor’s opinion constitute a basis for the treatment of 
all fresh compound fractures are promulgated. 


" THE major problems which present them- 
selves in the treatment of compound fractures 
are: 
1. Transportation of the injured from the 
point of injury or accident to whatever place the 
patient will receive care. 


2. The cleansing or debridement of the com- 
pound wound itself. 


3. The treatment of the fracture. The type of 
reduction and immobilization which will be used. 


4. The use of chemical antiseptic or bacteri- 
cides, 


Unfortunately, the initial or primary treatment 
of the patient with a compound fracture is usual- 
ly carried out’ by a lay person at the scene of 
accident, the policemen on a police ambulance, or 
the attendant on a private ambulance. Their mo- 
tives are generally of the best, but their training 
is nearly routinely poor from a medical stand- 
point. Their actions seldom indicate that they 
have ever heard of the axiom, “Splint them 
where they lie.” 


*Read at the Blodgett Memorial Hospital Staff Meeting, Jan- 
uary 6, 1942. 
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Unnecessary handling at the scene of the ac- 
cident is to be condemned. All patients with sus- 
pected compound fractures should be treated as 
if the fracture exists. They should be splinted 
in any one of several manners and should be 
immediately taken to the nearest hospital or the 
nearest place where adequate medical attention 
can be administered. Every ambulance owner 
and every physician who is in a community 
where he is apt to be called upon to give emer- 
gency treatment for compound fractures should 
have available some type of splint which will be 
satisfactory for emergency immobilization. The 
Thomas leg splint and the Jones arm splint are 
undoubtedly the two most satisfactory appliances 
for this work. Pillow splints, aluminum posterior 
molds, and any available piece of wood which 
can be used to immobilize the joint above and be- 
low the fracture will serve if nothing else is 
available. The important point is that some type 
of splintage should be applied. No attempt at 
reduction of the fracture should be made at the 
scene of injury. An exposed fragment of bone 
should under no circumstances be reduced back 
into its soft tissue casing until such time as the 
soft tissues have been cleaned up and until the 
end of that bone has been cleaned. All that is 
accomplished by immediate reduction without 
cleansing it that whatever soiling there is on the 
surface of the wound and on the end of the com- 
pounded bone is carried into the depths of the 
wound and the débridement which must be done 
later is made that much more difficult. Local 
treatment should consist of splintage of the in- 
jured part, application of some type of clean, 
sterile if possible, dressing over the compound 
wound, and as rapid and painless transportation 
as possible to the nearest place where adequate 
surgical attention may be given to the patient’s 
disability. 


As soon as the patient is admitted to a hospi- 
tal, he should be considered as an acute surgical 
emergency. This means that all departments in 
the hospital, i.e., the house staff, surgery, x-ray 
department, and the attending staff should re- 
spond to the patient’s needs immediately. This 
point cannot be too strongly emphasized. The 
problem as it is generally accepted is that of a 
patient who has a fracture which will probably 
heal in three or four months provided the frac- 
ture does not become infected. If it becomes in- 
fected, the patient may have anywhere from a 


353 





year to eighteen months’ disability. If the frac- 
ture is adequately treated in its first six to eight 
hours, the chances are under modern treatment 
that it will not become infected. If, however, the 
‘first six or eight hours are dissipated in useless 
wastes of time in transportation, waiting for 
x-rays, waiting for surgery to set up, or waiting 
for the attending man to see the patient, then the 
patient is automatically condemned to a long, 
disabling convalescence which will necessitate, in 
all probability, multiple operations to treat the 
infection of the bone at the fracture site and 
possibly eventual dysfunction of the extremity as 
the result of faulty position, poor union, chronic 
osteomyelitis, or stiffened joints as a result of 
long immobilization. 


Sera 

Each patient with a compound fracture 
should have the usual 1500 unit dose of anti- 
tetanic serum. A test dose, either intracutaneous 
or conjunctival, should be used and the remain- 
der then given either at once or in desensitizing 
amounts as indicated. There are no adequate 
means of predetermining the presence or absence 
Of the tetanus bacillus in any wound. Since the 
results of the use of the serum are known to be 
adequate and since in civil practice the serum is 
readily available, there would seem to be no ad- 
vantage in taking a chance by not giving the 
serum. 

Gas bacillus anti-serum in prophylactic doses is 
a more debatable procedure. Some authors be- 
lieve it should be routinely used. Other as com- 
petent writers believe it should never be used 
except in therapeutic doses and then only if a 
gas infection has developed. Others believe that 
the serum is of questionable value even in estab- 
lished infections and prefer to use oxygen, mul- 
tiple incisions, sulfanilamide, and deep x-ray 
therapy as a treatment. Just which one or groups 
of methods is the best is difficult to decide. In 
view of the seriousness of the complication and 
the possible medico-legal complications if the 
use of the serum is avoided, it would seem to 
be logical to combine its prophylactic use in all 
wounds with soil contamination together with 
careful clinical watchfulness and more extensive 
care as indicated by the patient’s progress. 


Shock 


As soon as the patient is admitted, an exami- 
nation should be made which should include a 
check on the patient’s pulse, blood pressure, res- 
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pirations, and a neurological examination to de- 
termine whether or not there is any evidence of 





concussion, subdoral hematoma, or frank brain = 
hemorrhage. If the patient is being treated in a a 
hospital where modern laboratory facilities are ‘ 
available, an emergency hematocrit and plasma 
protein determination should be done. The re- “ 
sults from these determinations can be delivered : 
within a very short period of time and they will 

give the physician a more accurate index of the : 
patient's condition relative to shock than a physi- é 
cal examination can possibly do. If the patient is ~ 
frankly shocked, then that shock should be treat- ‘ 
ed and it should be treated as an emergency in E 
order that the patient may be given adequate sur- 

gical care for the compound wound as soon as : 
possible. Too often we hear the statement, “The F 
patient is in definite shock. Let’s put him to bed t 
tonight, treat the shock, and we will treat the ! 
fracture and the compound wound in the morn- t 
ing.” This is poor surgical care. An effort , 
should be made to combat the shock as rapidly ; 


as possible in order that the patient may have 
the wound débrided within the 6- to 8-hour dead- 
line between contamination and infection. Mor- 
phia, warm blankets, shock blocks, whole blood 
transfusion, plasma, or intravenous fluids should 
be used immediately. The patient should be 
watched carefully, blood pressure should be 
checked, and as soon as he responds to the point | 
where his condition is satisfactory, then the rest 

of the therapy may be carried out. 


As 


The treatment and diagnosis of surgical shock 
is now an accurate and quite clearly outlined en- 
tity. The efficacy of plasma, either whole or 
dried, and whole blood transfusions has been 
well established and the use of one or the other 
of these substances must be kept in mind. In a 
hospital where modern facilities are available, 
surgical shock should have adequate treatment. 
This must include the general measures listed 
above plus discriminating use of either whole 
blood or plasma and adrenal cortex extract. Ac- 
cordingly, each patient who is suspected of being 
shocked should be routinely typed for possible 
future transfusion. If no donor is available and 
a blood bank is also not available, then commer- 
cially prepared plasma should be used. This ‘is 
important because the prompt and _ efficacious 
treatment of the shock will permit early débride- 
ment and accordingly less infectional complica- 
tions. 
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Blood and plasma are mentioned primarily be- 
cause they are the two best therapeutic meas- 
ures for shock. Other intravenous fluids may be 
used, but the permanence of their effects and the 
speed of their reactions are markedly inferior to 
either blood or plasma. Scudder and his group 
recommend adrenal cortex extract as an impor- 
tant and powerful adjunct. 

Adequate x-rays are a necessity in civilian 
practice. Most civilian compound fractures are 
either street or industrial accidents, and as a re- 
sult they are a potential medico-legal problem, 
and, in nearly all cases, are insurance problems. 
For this reason, if for no other reason, adequate 
pre-operative x-rays are a necessity. If the pa- 
tient is not in shock, x-rays may be taken imme- 
diately ; if the patient is in shock, this should be 
treated first and then the x-rays may be taken. 
As soon as this has been accomplished, the pa- 
tient should be removed to the surgery and un- 
der a general anesthetic, cleansing and débride- 
ment of the wound, reduction of the fracture, 
and immobilization of the same should be carried 
out. 


Anesthesia 


The patient should have a general anesthetic. 
This is a debatable point. But in preparing this 
paper between 55 and 60 articles in the literature 
of the last three years have been investigated. 
The majority of men are agreed upon the fact 
that a general anesthetic is much preferable to 
a local anesthetic. Some of the articles were 
written by men who had had war experience 
either in England or in Spain. These men 
stressed the use of local anesthetic. They were, 
however, about the only ones who did suggest the 
use of local anesthetic in the treatment of com- 
pound fractures. The reason they stressed the 
local anesthetic was that general anesthesia of 
the type that is available in the civilian hospital 
was not available to them in their advanced clear- 
ing station. Furthermore, they did not have 
Hawley tables available and once the fractures 
were reduced and débrided they wished their pa- 
tient to be as wide awake as possible so that 
the patient could assist by sitting up or adjusting 
his position as necessary for the application of 
the post-reduction plaster-of-Paris cast. Inas- 
much as most of us do not have these mechani- 
‘al problems presenting themselves in our civilian 
practice, we should use a gerieral anesthetic, and 
‘he consensus of opinion in the literature at the 
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present time is in favor of débridement, reduc- 
tion, and immobilization under general anesthesia. 

As soon as the patient is satisfactorily anes- 
thetized, all of the soiled and dirty clothing 
should be cut away from the affected extremity. 
The wound should be exposed and it should be 
covered with a clean, sterile gauze pad. The ex- 
tremity should be shaved around the sterile gauze 
pad and then it should be washed, or, if you pre- 
fer, scrubbed with tincture of green soap and wa- 
ter. It should be scrubbed for at least ten minutes. 
Scrub sticks should not be used for this, but 
preferably the surgeon who is going to do the 
work should with his gloved hand and large cot- 
ton or gauze pledgets vigorously scrub the ex- 
tremity. It should be constantly irrigated with 
large quantities of either sterile water or sterile 
saline. Inasmuch as saline is a physiologic solu- 
tion, it is probably preferable to distilled water. 
After the surrounding tissue has been adequately 
cleansed, the gauze dressing over the wound 
should be removed and the wound edges them- 
selves should be cleaned up in the same manner 
as the surrounding skin. After this cleansing 
has been thoroughly accomplished, the skin is 
prepared with ether, iodine, and alcohol. Dr. 
Sumner Kock, Chicago, is a firm believer in the 
fact that adequate skin preparation with soap and 
water is all that is necessary. With the prepara- 
tion accomplished the patient is draped in the 
usual manner and the débridement is carried out. 


Débridement 


There is considerable question at the present 
time as to just what constitutes adequate dé- 
bridement. By definition, débridement means a 
removal of all of the dead, dying, and soiled tis- 
sues in a compound wound. This, according to 
the judgment of the attending surgeon, may in- 
clude anything from a mutilating-type of opera- 
tion to a very carefully done surgical preparation 
or cleansing of a compound wound. From the 
current literature the feeling at the present time 
is that as little tissue as possible should be re- 
moved but that sufficient tissue should be re- 
moved so that there is no dead, dying, or soiled 
tissue left in the wound. 


In doing a débridement one must recognize the 
fact that this débriding procedure is not prima- 
rily to clean up the ragged skin edges but is prin- 
cipally to clean out all of the pockets of hemor- 
rhage and devitalized muscle tissue and possible 
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soiling that exists in the depths of the affected 
extremity. This is a most important point and 
one which is nearly routinely overlooked. If we 
recognize this point and attempt to carry out the 
procedure which is necessary to do this, then we 
will always enlarge the compounding wound and 
most particularly will we enlarge the small punc- 
ture compound wound which is formed from 
within out. Too often in this type of case do 
we see the wound treated locally with some anti- 
septic solution, a sterile dressing put on, reduc- 
tion accomplished, and the leg or arm immobi- 
lized in a plaster-of-Paris cast. Because this pro- 
cedure will occasionally give a satisfactory re- 
sult without any secondary or complicating in- 
fection does not mean that it is a good or satis- 
factory surgical procedure. All compound frac- 
ture wounds regardless of their size should be 
débrided under general anesthetic. This means 
that all patients with a compound fracture should 
have a general anesthetic, that their compound- 
ing wound should be enlarged, and that a care- 
ful débridement should be done. This is the 
unanimous opinion of all men writing on the 
treatment of the early care of compound frac- 
tures. They do agree that occasionally a local 
procedure will be all that is necessary, but the 
additional trauma to the patient in whom this 
procedure is not necessary is so insignificant 
compared to the complication as a result of fail- 
ing to débride a wound that does need it that 
there is no excuse for not débriding all com- 
pound wounds. 


All small fragments of bone which have no 
periosteal attachments left should be removed. 
The best plan in the debridement is probably to 
excise the ragged, torn skin edges first. This 
does not mean massive excision of skin but rath- 
er does it mean that only the ragged edges should 
be removed, and no more than is necessary of the 
viable skin. Then working from the skin down 
to the depths of the wound, all of the contami- 
nated muscle, fascia, and soft tissues should be 
excised. It is a good plan to have a constant 
stream of normal saline flowing into the wound 
from an elevated container all of the time be- 
cause it helps to wash out the débris from the 
depths of the wound, and it further helps the 
operator to differentiate between injured and 
viable tissues. Bleeding points should be picked 
up with as small an amount of surrounding tissue 
as is possible, and the ligature should be 000 or 
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0000 catgut. Caution should be exercised in the 
débriding of the muscle. Very often there will 
be areas of intramuscular hemorrhage which to 
first examination appear to be areas of marked 
muscle damage. If the area is only one of simple 
intramuscular hemorrhage, it does not need dé- 
briding and will clear up in a few days without 
the necessity of removal. In cuvestionable cases 
elevation of the part will often iielp in differen- 
tiation and the patient will be saved additional 
surgical trauma. It is definitely established that 
all buried catgut in compound wounds is a defi- 
nite foreign body and as little of this should be 
left in the wound as possible. After the wound 
has been thoroughly cleaned, the bleeding points 
picked up and tied off, then the reduction of 
the fracture should be accomplished. 


Closure of Wound 


There are two very definite schools of thought 
concerning closure of the wound. Dr. Winett 
Orr of the United States and Dr. Jose Trueta of 
Spain are the two outstanding proponents of non- 
closure of the wound. Dr. J. Albert Key of St. 
Louis has written extensively concerning imme- 
diate closure of the compound wound following 
the débridement. With exceptions, the rest of 
the authors in the current literature prefer to 
either leave the wound open or close it primarily 
depending upon the particular problem that pre- 
sents itself in any given case. Dr. Orr has for 
years advocated débridement, reduction of the 
fracture, packing of the compound wound with 
vaselinized gauze, and then immobilization of the 
extremity in a plaster-of-Paris cast, thus allow- 
ing the wound to have free drainage and permit- 
ting the wound to heal by granulation from its 
base to the skin surface. This work was given 
additional impetus by the work of Dr. Jose 
Trueta during the Spanish Civil War. Dr. True- 
ta treated several hundred cases of compound 
fractures with the method propounded by Dr. 
Orr, and his results, according to his writing, 
have been most satisfactory. Dr. Philip Wilson 
from New York Ruptured and Crippled Hospi- 
tal, who for six or seven months was the Chief 
Surgeon in the American Hospital at Basing- 
stoke, England, also subscribes to the Orr- 
Trueta method and states in his most recent writ- 
ing that most English surgeons who are treating 
war casualties are very enthusiastic about this 
particular method. There is no question but 
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what this method does fulfill all of the physical 
principles which are paramount in the treatment 
of infected soft tissue and broken bone. The 
method, in short, is careful débridement of the 
wound, adequate reduction of the fracture, pack- 
ing of the wound wide open with vaselinized 
gauze, and immobilization of the extremity in a 
plaster-of-Paris casing. This plaster-of-Paris 
casing is left on until such a time as the cast 
becomes so soft due to the absorption of secretion 
from the wound that it is necessary to change 
the plaster. All of the plaster-of-Paris cast 
changings are done under general anesthetic and 
re-dressing of the wound is carried out under the 
most aseptic technique. This does give the tissues 
adequate rest. The tight plaster-of-Paris casing 
prevents local edema. The vaselinized gauze in 
the wound provides adequate drainage from the 
depths of the wound to the surface. The lack 
of daily dressings cuts down the possibility of 
cross-contamination in the wound. That cross- 
contamination occurs was very adequately borne 
out by the experience in World War I, because 
at that time all compound fractures were dressed 
daily. Bacteriological studies on these wounds 
showed that in the early stages only about 20 
per cent of the wounds had streptococcus in them 
where after daily dressings for a period of two 
weeks about 85 per cent of the wounds had strep- 
tococcus contaminants. Without the necessity of 
daily dressings the patient’s pain and disability 
are considerably reduced. Muscle spasm is not 
stimulated by the pain of dressing and there is 
accordingly less chance of displacement of the 
fragments. Academically, the Orr technique is a 
satisfactory method, and in the hands of those 
who are accustomed to using it, it is giving re- 
sults which are as good as any other method can 
give at the present time. 


There are some disadvantages to the Orr- 
Trueta method. The principal disadvantage is 
that the wound which is being treated as an in- 
fected rather than a contaminated wound is com- 
pletely encased in a plaster-of-Paris cast, and is 
therefore not under direct vision. It takes a fine 
degree of surgical judgment to decide from the 
patient’s complaints of pain, burning, and swell- 
ing of the extremity, and temperature elevation 
when plaster-of-Paris casing should be bivalved, 
the wound examined, or when the plaster-of- 
Paris cast should be windowed so that the wound 
can be examined. There is one other serious 
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drawback to the method, and that is that if a 
case of infected compound fracture is encased 
in a plaster-of-Paris cast, the diagnosis of a de- 
veloping gas bacillus infection is very difficult to 
make. Trueta in his book points out that fre- 
quent check-up x-rays taken through the plaster- 
of-Paris cast will demonstrate the presence of 
gas bubbles in the tissue and that the diagnosis 
of gas gangrene may be made in this manner. 
The soundest clinical sign of an impending gas 
bacillus infection is an elevation of the pulse out 
of proportion to the elevation of temperature. 
With practice, the clinician is able to do a very 
satisfactory job of diagnosing an undrained pus 
pocket or impending gas bacillus infection even 
though the extremity is not under direct vision. 
In the hands of a man who is only occasionally 
treating this type of case, this method is rather 
dangerous because often a flare-up of the pyo- 
genic infection or a developing gas bacillus in- 
fection may get sufficient start so that the only 
treatment that is left is amputation, and any 
method used in the treatment of compound frac- 
tures which leads to amputation is the method 
that is to be condemned. 


The opposed method of treatment of com- 
pound fractures is that which requires a meticu- 
lous surgical débridement, then primary closure 
of the wound after reduction of the fracture, 
and maintenance of reduction either by a plaster- 
of-Paris cast or some type of traction apparatus. 
As has been mentioned before, Dr. J. Albert Key 
of St. Louis is a firm believer in this method. He 
feels that if a man is going to take care of 
compound fractures that his surgical judgment 
and skill should be developed to the point where 
he can do a satisfactory débridement, and he 
feels that if the débridement is done in the first 
six to eight hours and is done in a satisfactory 
manner that the wound is a sterile wound and 
under the circumstances will heal satisfactorily, 
by primary closure. Drs. Jensen, Johnsrud, and 
Nelson, Minneapolis, Minnesota, published a se- 
ries of cases in 1939 in which they treated thirty- 
nine compound fractures and two compound dis- 
locations. These wounds were treated by meticu- 
lous surgical débridement, local implantation of 
sulfanilamide, reduction of the fragments, main- 
tenance of reduction in a plaster-of-Paris cast, 
and all of the wounds healed by primary inten- 
tion. This series is pointed out at this time to 
show there is definite evidence that good débride- 


357 








EARLY TREATMENT OF COMPOUND FRACTURES—AITKEN 


ment will permit primary closure of the wound 
without serious resulting consequences. 


Between the method of Orr and Trueta and 
the method of primary closure, as suggested by 
Dr. Key, we have all the variants possible. Some 
men close some of their wounds by primary su- 
ture, some men treat some of the wounds by their 
own modification of Orr’s method, some men do 
not close any wound tightly but close all wounds 
loosely with widely spaced interrupted sutures. 


In general, most men agree the wound must 
either be sutured tight primarily, or it must be 
left wide open and that partial closure or closure 
around a drain carries with it more serious con- 
sequences than either complete closure or leaving 
the wound completely open. In short, there is no 
rule of thumb by which we may decide whether 
compound wounds are to be left open or whether 
they are to be closed. Dr. E. H. Caldwell in an 
article in the Archives of Surgery makes a very 
satisfactory ‘statement. “The result of any pro- 
cedure depends as much on the surgeon and his 
application as on the merits of the procedure.” 


A satisfactory working rule would be as fol- 
lows: If a man is constantly and frequently 
treating compound fractures, then he may rely 
upon his own judgment as to whether the 
wound should be left open or whether it should 
be closed. It would seem that if he is constantly 
doing this type of work that his surgical ability 
and judgment would be developed to the point 
where he could, on the basis of experience, make 
a satisfactory decision as regards the treatment 
of the wound. On the contrary, if the compound 
fracture is being taken care of by someone who 
only occasionally does this type of work, then it 
would be safer to leave all of the wounds open, 
because the possibilities of serious consequences 
from a wound that is left wide open. are much 
less than they are from a wound that has initial 
primary closure. 


No wound, under any circumstances, should be 
closed without adequate débridement. Very often 
the physician giving First Aid will do a super- 
ficial cleansing of the wound and then close it 
preparatory to sending the case in to the hospital 
for further attention. Instead of helping the sur- 
geon, who ultimately has the responsibility of 
care, he has only complicated the whole proce- 
dure. Nothing is gained by immediate closure 
without adequate débridement except that infec- 
tion is assured. 
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Before leaving the subject “closure of the 
wound,” it should be stated the primary object 
of treatment of compound fractures is not a plas- 
tic closure of the wound. It is rather a satisfac- 
tory functional recovery of the affected extrem- 
ity. If the physician treating compound frac- 
tures will keep this point in his mind, the impor- 
tance of closure of the wound will be relegated 
to its proper place in his consideration. It is, of 
course, very satisfactory to accomplish a primary 
closure of the wound because the patient is 
spared a disfiguring scar, surgery for a secon- 
dary closure when necessary, and the esthetic 
disturbances which are incident to a chronically 
draining sinus. Any one or all of these things, 
however, are incidental compared to a septice- 
mia, a fulminating local infection which would 
necessitate amputation, or a gas bacillus infec- 
tion. Doctor Orr’s work has proved very defi- 
nitely that wounds which are left open do go on 
to satisfactory healing. The incidence of osteo- 
myelitis at the point of fracture and the inci- 
dence of non-union is not increased by leaving 
the wound open. It is well to bear all of these 
facts in mirid and make the decision on the basis 
of the case at hand and individual past expe- 
rience. 


Treatment of the Fracture 


According to the original outline the next sub- 
ject for discussion is, “The treatment of the 
fracture itself including the type of reduction 
and the immobilization which should be used.” 
In its entirety this would include a careful dis- 
cussion of the treatment of all types of fractures. 
Specifically, we wish to speak of the reduction 
and the immobilization of early compound frac- 
tures. There are primarily two schools of 
thought concerning this problem. Doctor Clay 
Murray and his group at Presbyterian in New 
York represent one school which believes in re- 
duction under direct vision at the time of deé- 
bridement and immobilization in the reduced po- 
sition by means of internal fixation. The other 
school which is represented by various very ex- 
cellent men believe there is no place for internal 
fixation in the treatment of early compound 
fractures. Here again, as in the question of 
“primary closure of the wound,” the decision of 
which method is to be used must depend to a 
great, if not in its entire. extent upon the judg- 
ment and ability of the surgeon who is treating 
the case. In the hands of men who can do 
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careful débridement, who are accustomed to do- 
ing bone surgery including open reduction and 
internal fixation of fractures, internal fixation 
may be used with relative impunity. The non- 
electrolytic metals, such as Vitallium, which are 
now available for internal fixation, act in only 
a very minimal capacity as a foreign body, and 
their advantages as regards more accurate re- 
duction and more accurate immobilization far 
outweigh their disadvantages. Contrarily, in the 
hands of men who are not accustomed and not 
equipped to do extensive bone surgery, internal 
fixation of compound fractures is a very danger- 
ous procedure. It increases the length of time 
the patient is under the anesthetic inordinately. 


There is more shock to the patient, there is 
more trauma to the tissue, the local resistance is 
lowered, and as a result of this increased trau- 
ma the implied contamination of the wound has 
an opportunity to become infection. There is no 
dogmatic statement that can be made concerning 
whether internal fixation should be used or 
whether it should be completely disregarded. 
The problem at hand and the person who is tak- 
ing care of the case must definitely enter into 
the decision as to whether internal fixation should 
be used. 


What type of immobilization should the frac- 
ture have regardless of whether internal fixation 
has been used or not? There is a definite unanim- 
ity of opinion concerning the fact that a plaster- 
of-Paris cast should be used wherever possible 
and that traction, either skin or skeletal, should 
be avoided whenever their avoidance does not 
impair the recovery of the patient. Those men 
who are using skeletal traction of the early im- 
mobilization of their fractures are also recom- 
mending that patients that are put up in traction 
should have anterior and posterior gutter plaster- 
of-Paris casts applied so there is the additional 
immobilization of the cast during the traction 
period. 


Plaster-of-Paris casts have many advantages 
over other types of immobilization. They supply 
equally distributed pressure around the circum- 
ference of the affected extremity. This pressure 
does several things. It tends to reduce the extent 
of the local edema and swelling. It prevents 
asymmetrical swelling, and subsequent bowing at 
the fracture site. It actually rigidly fixes, if 
properly and extensively enough applied, the 
joint above and below the fracture, and by virtue 
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of its equally applied compressure effect it main- 
tains a more adequate circulation in the affected 
extremity. There is no other type of immobiliza- 
tion which will do all of these things, and be- 
cause of this factor all compound fractures 
whether treated with or without internal fixation 
should be immobilized in circular plaster-of- 
Paris casts if at all possible. The major excep- 
tion to this rule are fractures of the upper half 
of the shaft of the femur which are complicated 
by severe and extensive soft tissue damage. It is 
often impossible either with or without internal 
fixation to maintain these fractures in proper 
alignment and the element of traction is neces- 
sary to prevent overriding. In such cases skele- 
tal traction either in a Thomas splint, Hodgen 
splint, or on a Bohler frame is probably the most 
satisfactory method of maintaining reduction. 
When it is possible, anterior and posterior gutter 
splints of plaster-of-Paris should be applied; and 
as soon as there is sufficient bony healing to 
permit maintenance of position in a plaster-of- 
Paris cast, a double hip spica should be applied 
with the plaster extending down as far as the 
knee on the unaffected side. 


Metallic Pins 


Recently, there has been extensive work done 
on the incorporation of metallic pins which trans- 
fix the fragments and are secondarily incorpo- 
rated in the plaster. The method has been par- 
ticularly adapted to use in fractures of both 
bones of the leg. There is considerable literature 
on this type of immobilization, and we can say 
accurately that the consensus of opinion is that if 
these transfixion pins are put in the fragments 
far enough away from the compounding area so 
they do not transfix any of the pockets of soft 
tissue damage, you can get by without spreading 
the infection by the insertion of the pin. It is an 
excellent method of maintaining reduction, and 
by the use of any one of the several machines 
which are used to hold these pins in place it 
makes an ideal method of maintaining reduction 
and holding the leg immobile while the plaster- 
of-Paris cast is being removed and while the 
dressing is being done and a new plaster-of- 
Paris cast is being applied. This particular 
method happens to be the method used by Dr. 
Philip Wilson and his successors at the Ameri- 
can Hospital at Basingstoke, England. They are 
very well satisfied with their results and they go 
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even farther and use the mechanical machine to 
accomplish the reduction under fluoroscopic con- 
trol. Roger Anderson states if transfixion pins 
are used, four should be inserted—two above 
‘and two below the fracture site. It is his conten- 
tion that the additional trauma of the insertion of 
four rather than two pins is overcome by the 
increased immobility which the four pins pro- 
duce. There are some men who have carried 
this transfixion pin method a step further and 
are using transfixion pins to immobilize fractures 
of the shaft of the femur. This is a much more 
difficult problem from a surgical standpoint be- 
cause the positioning of the pins in the femur in 
order to maintain both the proximal and distal 
fragments immobile is a much more difficult 
job. Those men who are using this method are 
reporting very satisfactory results. 


Sulfa Drugs 


In starting to discuss the use of chemical anti- 
septic and bactericides as an adjunct to the treat- 
ment of compound fractures, one immediately 
thinks of the sulfonamide drugs. This is easily 
understood because in the last few years the sul- 
fonamide derivatives have reached a popularity 
which very few other chemical compounds have 
ever attained. This popularity is easily explained 
because as we understand the drugs at the pres- 
ent time they have a nearly universal application 
in the treatment of infection. Originally, their 
use was recommended only in the treatment of 
pneumonia. Gradually this was enlarged so it in- 
cluded all types of pneumonia, gonorrhea, any 
systemic sepsis, and more recently has been used 
for local implantation into infected wounds, os- 
teomyelitic cavities, and very recently used as a 
topical application for many types of local skin 
infection, and for the treatment of the acutely 
burned. Just how to evaluate a drug that is as 
widely used as the sulfonamide group is a very 
difficult problem. It has been over-used in many 
cases. It has been used where the indications 
were not proper in a very large number of cases. 
Like all good surgical and medical principles 
when it is. used skillfully in the conditions in 
which it is indicated, it will do nearly as much 
for the patient as the detail men would have us 
believe. 

In 1939 in the Minneapolis General Hospital 
three men, Drs. Jensen, Johnsrud, and Nelson, 
published a preliminary report of the use of local 
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implantation of sulfanilamide in the treatment of 
compound fractures. At this time these authors 
reviewed the figures published by authorities on 
the treatment of compound fractures as regards 
the incidence of infection in the compound frac- 
tures. Bohler at Vienna reported 8.6 per cent 
severe wound infections in 127 cases of com- 
pound fractures. Bohler quoted 14 per cent for 
Koch in 213 cases, 8.6 per cent for Ehalt in 127 
cases, and 17.3 per cent for Schmidt in 116 cases. 
Ritter in the United States reported 9 per cent 
infections, Foster 15.7 per cent, and Poyner with 
industrial cases treated under ideal conditions 
reported only 6.3 per cent in 269 cases. Jensen, 
et al., further pointed out that the cases with 
which they were dealing were entirely different 
than those cases with which Poyner was deal- 
ing, in that Poyner was treating purely industrial 
accidents which received expert first aid care at 
the time of injury and were immediately brought 
to the hospital without any meddlesome pre- 
hospitalization care. In reviewing their own fig- 
ures in their own hospital on cases that were 
municipal charges sustaining injury primarily 
from automobile accidents, they found that in 
1932 they had 25.8 per cent infection in 32 com- 
pound fractures, and in 1937 they had 27.5 per 
cent infection in forty compound fractures. They 
included all cases in which there was a drainage 
of pus, and did not limit the classification of in- 
fection to those cases which developed a frank 
osteomyelitis. Jensen, et al., further used several 
methods of treatment and felt that their figures 
were not improved by any particular type of 
treatment. Dakinization of the wound resulted, 
in their hands, in 100 per cent infection. Leaving 
the wound open after débridement and packing 
with vaseline gauze and application of a circular 
cast was again, in their hands, less effective than 
primary suturing after débridement. Immobiliza- 
tion in plaster with traction, when needed, gave 
better results than traction alone, and was the 
method most used. In summary, they report the 
treatment of thirty-nine compound fractures and 
two compound dislocations using the following 
method: Complete meticulous surgical débride- 
ment of the wound, manipulation and reduction 
of the fracture under direct vision at the time 
of the débridement, immobilization of the re- 
duced fractures in a plaster-of-Paris cast, or in 
a combination of plaster-of-Paris cast and skele- 
tal traction, if the traction is necessary to main- 
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tain reduction, local implantation of from five to 
fifteen grams of sulfanilamide, and primary su- 
ture. In those cases in which sulfanilamide was 
implanted locally in the wound, all of the cases 
healed by primary intention with no case of sec- 
ondary infection. A control series, 94 open frac- 
tures, treated by the same procedure except the 
implantation of sulfanilamide, showed 27 per cent 
infection, seven cases of gas gangrene, and five 
amputations to control infection. 


This work is very sound, the article reporting 
is well-documented, and their principles of treat- 
ment are good. There is no question but that the 
local implantation of, in this case, sulfanilamide 
has in this series of cases definitely contributed 
toward the prevention of infection in compound 
fractures, and because of this and similar cor- 
roborating works the sulfonamids, either sulfa- 
nilamide or sulfathiazole, should be implanted in 
all freshly débrided compound fractures. 


Local implantation of sulfanilamide, or any of 
the sulfonamid derivatives, will not correct the 
evil of poor surgical technique, poor surgical 
judgment, or the failure of the attending man to 
give the case adequate care. This point must be 
strongly emphasized. The sulfonamid group of 
drugs are an adjunct and an important one in the 
treatment of compound fractures, but they are 
not a panacea. Because they have been used does 
not mean that the rest of the procedure necessary 
to treat a compound fracture can be slighted. 
There is a tendency for all doctors in their en- 
thusiasm for a new and apparently satisfactory 
method of therapy to depend entirely upon the 
new method and to forget that there are incum- 
bent in the older methods certain fundamental 
principles which must be carried over and used 
in conjunction with any new therapeutic method. 
There will be a tendency with the increasing use 
of the sulfonamids for men who are totally un- 
prepared, surgically, to attempt the treatment of 
compound fractures. Undoubtedy they will get by 
in many cases because without the use of sul- 
fanilamide 70 to 90 per cent of cases of com- 
pound fracture heal without infection. The 
cases that we are interested in influencing, how- 
ever, are not the cases which will heal without 
the use of sulfanilamide but rather the small 
percentage of cases which, with the combined use 
of good surgical technique and judgment and lo- 
cal implantation of sulfanilamide, will heal, and 
heretofore had not healed. In the treatment of 
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compound fractures as in the treatment of all 
other conditions our object is not to let nature 
do the work and take the credit for it, but rather 
is it to assist nature so that we will influence fa- 
vorably those cases which by past experience na- 
ture would not take care of alone. 


Other Drugs 


World War I gave us the Carrell-Dakin meth- 
od of treating compound wounds. This method 
even at the time it was being used was not as 
widely accepted as it was originally hoped for. 
At present with the exception of certain isolated 
institutions the Carrell-Dakin method of irriga- 
tion of the wound in compound fractures is not 
used. Dr. Baer’s method of the implantation of 
maggots in compound wounds in order that the 
maggots by means of autodigestion would clear 
up the sloughing material and reduce the degree 
and incidence of infection is at present in essen- 
tially complete disuse. Intravenous mercuro- 
chrome was at one time advised in the treatment 
of systemic infections secondary to compound 
fractures. At the present time no one uses in- 
travenous mercurochrome. The drug used in this 
manner has more disadvantages than advantages. 
The local use of bacteriophage in compound 
wounds, which was and still is highly reeommend- 
ed by Dr. Fred Albee, has only equivocal advan- 
tages. In Dr. Albee’s hands and according to 
his report it is a very advantageous method. 
There are no reports in the literature covering 
the last three years concerning the use of this 
method of treatment of compound fractures. 


As regards chemical bactericides and antisep- 
tics in the treatment of compound fractures, we 
have at the present time only one important 
group and that is the sulfonamid drugs. Either 
sulfanilamide or sulfathiazole seems to be satis- 
factory, and the amounts used vary between five 
and fifteen grams, depending upon the size of 
the wound. The local use of the drug should be 
amplified by oral administration of the drug and 
maintenance of the patient’s blood level at the 
accustomed height until such time as the possi- 
bility of infection in the wound has disappeared. 
The usual check should be made on blood level, 
white blood count, and on urinalysis daily in or- 
der to be sure the patient is not getting a toxic 
amount of the drug or is not developing any of 
the untoward side chain effects that the drug 
sometimes produces. 


361 


Statistics 


Before summarizing the information presented 
concerning the treatment of compound fractures, 
it will be well to review some figures quoted by 
Dr. H. Winett Orr in the Jllinois Medical Jour- 
nal, July, 1939. He states, “We do not take the 
compound fracture situation as seriously as we 
should. For one reason the actual results of our 
care of patients in these and similar infections is 
seldom known. 


“So many of these patients drift from one sur- 
geon to another, or from one hospital to some- 
where else that our statistics seldom give us the 
correct impression of the real situation.” 


Orr quotes further from the figures from the 
military draft in 1917. There were 2,000,000 
men examined in the draft, one-fourth of whom 
were physically unfit for military service. Dis- 
ability in the lower extremity led to rejection of 
40,000 men. Of those rejected 5,500 had mal- 
union following fractures, 7,700 more were re- 
jected because of shortness of the leg, 8,600 were 
rejected because of loss of the lower extremity. 
There were, then, 21,800 out of 40,000 rejected 
because of direct disability due to compound 
fractures of the lower extremity. Orr continues 
to quote that the British had a mortality of 60 
per cent during 1914-1915 in the treatment of 
compound fractures of the femur. This was re- 
duced quite considerably after Sir Robert Jones 
and his associates introduced the use of the 
Thomas splint and its application to the injured 
soldier before he was moved. He continues to 
report that Sir Anthony Bowlby in 1920 re- 
ported that of 3,000 patients with compound 
fractures 17.5 per cent (550) died at the front. 
One-fourth of this group were treated by ampu- 
tation. Later, in the base hospital, 300 (10 per- 
cent) more died of secondary complications and 
after amputation, and 3 per cent more died at the 
base hospital in England so that the total of this 
3,000 series was about 30 per cent. Our own 
Surgeon General’s report in 1926 was of interest 
in that it showed 5,138 (23 per cent) of all the 
world war fractures were fractures of the femur. 
Eight years after the armistice 2,469 (48 per 
cent) were still more than 50 per cent dis- 
abled. 1,122 had been amputated, and short- 
ening of the limb was present in more than 2,000 
(about 42 per cent of the cases. These figures 
are quoted in order to demonstrate the severe 
mortality and disability secondary to treatment of 
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compound fractures. It is appreciated that any 
figure quoted from a wartime experience is not 
comparable to civilian practice experience be- 
cause the time, equipment, and conditions with 
which the surgeons work are not comparable in 
the two experiences. The wartime figures, how- 
ever, must be used because they are probably the 
largest single series of cases, and inasmuch as at 
least the base hospital work was done by compe- 
tent men, these figures at least indicate generally 
the results of care. 


Before leaving statistics it will be well to re- 
view the figures quoted by Dr. Jose Trueta in his 
book, “Treatment of War Wounds and Frac- 
tures.” His statistics are based on a total figure of 
1,073 cases of open fracture of the limb treated 
by immediate surgical debridement, reduction of 
the fracture under direct visualization at the time 
ot debridement, packing of the wound with vase- 
line gauze, and immobilization of the extremity 
in a plaster-of-Paris cast with the plaster-of- 
Paris cast left on until such a time as either the 
odor or the drainage into the plaster was so se- 
vere that change was necessary. Of his total of 
1,073 cases he had, in his opinion, 976 good re- 
sults, 91 (11.8 per cent) bad results, and six 
deaths. Of the six fatal cases, two were deaths 
following amputation for gangrene which devel- 
oped after the conservative treatment had been 
instituted, one was due to shock when the patient 
was gravely injured by an aerial bomb, one due 
to pyemia, one to pulmonary embolus, and one 
to broncho-pneumonia. This author states that 
about 20,000 cases received this type of treatment 
during the Civil War in Spain, but there are not 
detailed statistics available of this group and he 
has reported only those cases which were under 
his direct care and on whom he does have de- 
tailed statistics. Here again we are dealing with 
wartime experience and the statistics must be 
taken with a grain of salt, because although they 
were probably very satisfactory under the cir- 
cumstances that existed, they are probably not 
comparable to the circumstances or the treatment 
that would be available in private practice. How- 
ever, six deaths in a series of 1,073 cases of 
compound fracture is a very satisfactory figure, 
and only ninety-one so-called bad results is also 
a most satisfactory figure. The unfortunate thing 
about this particular series is that the author 
does not clearly state how he judged his cases as 
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to whether their end result was satisfactory or 
unsatisfactory. 


Summary 


It was the express purpose of this paper to 
make a review of the current literature on the 
early treatment of compound fractures and to 
present a review of the varieties of treatment 
which are at present being recommended in the 
care of compound fractures. Rather than simply 
summarizing the material presented, an attempt 
will be made to present an arbitrary method for 
the handling of all compound fractures based on 
the material presented. This method would be 
particularly applicable to the handling of com- 
pound fractures in this or similar hospitals where 
these cases are receiving their care not under the 
direction of one man and his staff but rather un- 
der a diversified group of attending surgeons. 


1. All compound fractures should be treated 
as emergencies at the scene of the accident. 
They should be splinted, preferably in a Thomas 
leg splint or a Jones arm splint depending on the 
extremity involved. No exposed ends of bone 
should be reduced back into the wound until such 
a time as there has been careful surgical cleans- 
ing of both the wound and the exposed bone. 
Aside from splinting the only treatment that 
should be administered at the scene of accident is 
covering of the wound with clean, sterile if pos- 
sible, dressing, and application of a tourniquet if 
it is indicated for the control of hemorrhage. In 
this respect every effort should be made by the 
physicians in their respective communities to not 
only prepare themselves to give this kind of 
emergency treatment if they are called upon for 
it, but they should also discharge their responsi- 
bility to the community by making every effort 
possible to teach the lay people, gas station at- 
tendants, ambulance drivers, policemen, and state 
policemen the essentials of this emergency treat- 
ment. 

2. The patient should be treated as an emer- 
gency as soon as he is admitted to the hospital for 
care. All the departments in the hospital includ- 
ing the x-ray department, the resident staff, sur- 
gical department, and the attending staff should 
be willing to give this type of patient preference 
over any other type of patient which may be 
utilizing the departments in question at any time. 
3. The patient with a compound fracture 
should have an adequate neurological and medical 
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examination before any therapy is carried out in 
order to determine two things: (1) Whether or 
not the patient has a well-developed shock, or 
whether they are bordering on shock. If the 
shock has developed, this can be ascertained by 
clinical examination including direct observation 
for the cold, sweating extremities, pallor, and 
breathlessness, and further by blood pressure, and 
pulse readings. Those cases bordering on shock 
may be picked up most accurately by hema- 
tocrit and plasma protein determination. (2) An 
adequate neurological examination in order to de- 
termine whether or not the patient has a possible 
brain injury in order that this may be taken into 
consideration in outlining the further care. 

4. If shock or borderline shock is present, 
shock therapy should be instituted. This is to 
include bed rest with immobilization of the frac- 
tured extremity in a splint, heat by means of 
warm blankets or hot water bottles, morphia to 
control the pain, intravenous fluids, small blood 
transfusion or human plasma preferably, glucose 
and saline 5 per cent if the other is not available, 
and adrenal cortex extract to further fortify the 
shock therapy. This is to be an active therapy, 
the purpose of which is to get the patient out of 
the shock condition as rapidly as possible in order 
that the compound fracture may be cared for 
within the six to eight hours deadline between 
contamination and infection of the compound 
wound. All other treatment in the case of the 
shocked patient should be held in abeyance until 
such a time as the condition of the shock has been 
adequately cared for. 

5. Adequate pre-operative x-rays. This is 
most important particularly in civilian practice 
and is something, when general hospital facilities 
are available, that should never be overlooked. 

6. The administration of 1500 units of anti- 
tetanic serum in all cases of compound fractures 
and the use of a prophylactic dose of the mixed 
gas bacillus infection serum in all cases where 
there is any definite or questionable soil contami- 
nation of the wound. 

7. Meticulous surgical debridement of the 
wound under general anesthetic with careful at- 
tention to the removal of devitalized, injured, 
and soiled soft tissue in the affected extremity. 
This will require enlarging the compound wound 
so that the major portion of the extremity is un- 
der direct visualization and so that all pockets of 
devitalized tissue are opened up and thoroughly 
cleansed. The question of whether the wound 
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should be closed by primary suture or whether 
it should be treated as an open wound should be 
carefully considered by the attending man, and 
in those cases in which there is any question 
the wound should be left open and packed with 
vaseline gauze. No wound should be partially 
closed or closed around a drain; they should 
either be completely closed or they should be 
left wide open. It is impossible to be arbitrary 
about this particular part of the treatment, and 
it will be necessary to leave this to the judgment 
of the men attending the particular case in 
question. 

8. All early compound fractures should be 
packed with between 5 and 15 grams of either 
sulfanilamide or _ sulfathiazole; the amount 
should depend on the size of the wound and the 
age of the patient. Either sulfanilamide or sulfa- 
thiazole by mouth should be administered in the 
accustomed doses to the patient postoperatively, 
until such a time as there is no question of any 
developing infection. 

9. Reduction of the fracture should be ob- 
tained under direct vision. Internal fixation may 
be used if in the opinion of the attending man 
it will insure better immobilization of the frac- 
ture and eliminate the necessity of the application 
of traction in order to maintain satisfactory re- 
duction of the fracture. 


10. All early compound fractures after de- 
bridement and reduction should be immobilized 
when possible in a circular plaster-of-Paris 
cast, and the use of skeletal or skin traction 
should be avoided unless it is absolutely impossi- 
ble to maintain satisfactory reduction without 
traction. Transfixion pins may be used as indi- 
cated. 

11. Those cases that are being left open and 
packed with vaseline gauze and that are being 
reduced and immobilized in _ plaster-of-Paris 
casts, should not have a window cut in the plas- 
ter over the compound area because this will 
nearly routinely produce bowing at the fracture 
site with the subsequent loss of re-duction. 

12. Adequate postoperative x-rays must be 
taken in order to be sure that satisfactory posi- 
tion is being maintained. The first postoperative 
x-ray should be taken as soon as the patient’s 
condition will permit in order to be sure that 
during the application of the plaster-of-Paris cast 
no position was lost. Another x-ray should fol- 
low in a period of five to seven days to be sure 
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there has been no change following the gradual 
reduction of the swelling of the extremity. If 
the position is still good at this time, then further 
x-rays may be done at the will of the attending 
physician. Adequate x-ray examination during 
the postoperative period will also help to pick up 
a developing gas bacillus infection in those cases 
encased in a plaster-of-Paris cast because the 
x-ray will show any gas that may develop in the 
tissues. 

13. These patients postoperatively must be 
watched very carefully from a clinical standpoint. 
The circulation of the toes, adequate elevation of 
the affected extremity, the patient’s temperature 
and pulse chart with particular reference to 
whether or not the pulse is running in accord- 
ance with the temperature are important. As has 
been mentioned, one of the most satisfactory 
clinical criteria for diagnosing early gas bacillus 
infection is a rapid pulse out of proportion to the 
patient’s temperature. 

14. Inasmuch as in civilian practice most 
compound fractures are either street or indus- 
trial accidents, and therefore potential medico- 
legal cases, adequate pre- and postoperative no- 
tations by the surgeon should be made concerning 
the patient’s condition, the location of the frac- 
ture, the extent of the compound wound, and also 
and very particularly the presence or absence of 
motor or sensory lesion not only in the affected 
extremity but in other extremities. 
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The occurrence of prolonged labor connotes some 
abnormal condition in either powers, passages or pas- 
senger. The incidence of, and etiological factors in 
prolonged labor in three hospitals have been analyzed. 

The incidence varies. The factors have been analyzed. 
Treatment has been reviewed. The circumstances sur- 
rounding 206 maternal deaths associated with pro- 
longed labor occurring in Philadelphia in the past 
2leven years have been analyzed. Observations have 
been on the causes of death and method of handling 
these 206 cases. 
™" Tue act of childbirth is concerned with the 
relationship of three factors, the passages, the 
passenger, and the powers of expulsion. In a 
normal labor the expulsive forces hold a balance 
of power over the resistance of the birth canal 
to the descent and delivery of the fetus. Under 
ordinary circumstances the mechanism of labor 
in the primigravida is completed in approximate- 
ly eighteen hours, in multipara in from eight to 
twelve hours. Variations of considerable degree 
either way may be noted, generally with favor- 
able results. Where the labor tends to be longer 
than usual some abnormal condition of one or 
more of the three factors concerned will be 
found present. The abnormality may be slight 
or labor may be prolonged to a point where 
mother or fetus, or both, face danger. In some 
instances the labor may be obstructed without 
the attendant realizing the fact or its basic cause. 
For the latter reason obligatory consultations 
in hospital practice for labors protracted beyond 
a fixed time have been suggested by various ma- 
ternal welfare groups. In general a limit of 
twenty-four hours is permitted before such re- 
quired consultation, but many individual hospi- 


tals have set a shorter period of eighteen hours. 


— 





*Presented at the Seventy-seventh Annual Meeting of the 
ge oy State Medical Society in Grand Rapids, September 
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TABLE I. 
LABOR AMONG 6000 DELIVERIES IN 
THREE HOSPITALS 


PERCENTAGE CAUSES OF PROLONGED 


er ee reer 12.5 per cent 
Errors in rotation and flexion........... 39 per cent 
Large baby (breech, twins).............. 13 per cent 
‘ Inertia uteri (soft parts)............... 26.5 per cent 
UNMNINRINN ah ft Sata as tay aaa oe ere cepacia alata nals 3 per cent 


Other obstetric and medical complications.. 6 per cent 





It is apparent that a labor longer than twenty- 
four hours is widely regarded as evidence that 
some abnormality of the mechanism of labor may 
be present. It is essential to determine that a 
normal or physiological prolongation, as in oc- 
ciput posterior in a primigravida may not be con- 
fused with a pathological prolongation, as in a 
contracted pelvis. 

To determine the incidence of labors prolonged 
over twenty-four hours the histories for 6,000 
labors consecutively prior to January 1, 1942, in 
hospitals with which I am connected were exam- 
ined. This showed an average of 4.7 per cent of 
the labors lasted over twenty-four hours; ap- 
proximately one in every twenty. It was difficult 
to regard racial factors as playing a part and it 
was not felt that sedation, used in about one- 
third or less of the private patients was of 
marked influence. Huber recorded the incidence 
of prolonged labor, twenty-five hours or over, at 
the Chicago Lying-In Hospital as 6.3 per cent, 
Cosgrove noted an incidence of 5.9 per cent in 
the Margaret Hague Hospital. An analysis of 
prolonged labors in this series of 6,000 consecu- 
tive deliveries showed the basic cause for the de- 
lay as follows: 


In thirty cases, just under 10 per cent of the 
series, more than one basic cause was present. 
The histories were regarded thoughtfully from 
the obstetric standpoint and it was felt the basic 
cause had been put down without bias. A larger 
sampling than 6,000 labors might have changed 
the proportions of the items. (Table I.) 


In contrast to this group, in which the mater- 
nal, fetal, and neonatal mortality were minimal, a 
series of 206 cases in which the labor lasted over 
twenty-four hours was obtained from the files of 
the Committee on Maternal Welfare of the Phila- 
delphia County Medical Society for the years 
1931 to 1941, inclusive. Each case represented 
a maternal death. 


During this period of eleven years, in Phila- 
delphia, 20 per cent of all deaths in women over 
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TABLE II. PERCENTAGES OF CAUSES OF PROLONGED 
LABOR IN 206 PATIENTS WHO DIED 


RI WING oss vip end ckiesewecesas 21.8 per cent 
Errors in rotation and flexion........... 21.3 per cent 
Large baby (breech, twins, et cetera)....18.5 per cent 
Inertia uteri (soft parts)............0... 21.3 per cent 
EE loans enaceedu ene nnitbd ants saber 10.7 per cent 


Other obstetrical and medical conditions.. 6.3 per cent 





TABLE III. CAUSES OF PROLONGED LABOR IN 
SIXTY MULTIPARAS 


I a a 7 
EiSrOrs: 1 FOtation alid GEXION. ...... .6ccc0ccscces occ 11 
Large baby (breech, twins, et cetera).............. 17 
Inertia uteri (soft parts)..... en ey ee ye 12 
5S pak ARSE Ie Sn SOC SI Serge ra rg DR ar eceenr a RS 7 
Ee ae a ae emetic ee ete Caney eeu ee ee 6 


Average length of labor in multiparas was forty-nine 
hours. 





twenty-eight weeks pregnant occurred in cases 
where the labor was prolonged over twenty-four 
hours. If a condition which occurs once in 
twenty labors is present so frequently in truly 
obstetric deaths, one in five, its basic causes, and 
their prompt recognition and proper treatment is 
worthy of our serious consideration. The inci- 
dence of basic causes in the 206 fatal cases is 
shown. Eight per cent showed more than one 
basic cause. Forty-eight of the women were 
colored; this race constituted one-third of the 
contracted pelvis group. (Tables II and III.) 

Parity was expressed as follows: first preg- 
nancy, 146; second pregnancy, 22; third to fifth, 
20; sixth to eighth, 9; over eighth, 9. 

Race was divided as follows: White women, 
158; colored women, 48. 

The age groups were divided as follows: un- 
der twenty years, 23; twenty to twenty-five years, 
36; twenty-five to thirty years, 66; thirty to 
thirty-five years, 44; thirty-five to forty years, 
27 ; over forty, 10. 


Cause of Death 


While some of the differences between these 
sets of basic causes are striking, one hesitates to 
draw inferences because of the chances of error 
involved in such small samples. (Table IV.) 

An analysis of the causes of death by a criti- 
cal survey of the histories leads to this infor- 
mation. (Table V.) 

Incorrect certification of death was frequently 
noted in the early years of the study from which 
this material was drawn. The diagnosis con- 
curred by the Committee under such circum- 
stances is used here. Every other woman in the 
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TABLE IV. CONTRAST OF BASIC CAUSES OF PRO- 
LONGED LABOR. 
Percentage Percentage 
Hospital Series Fatal Cases 
Contracted pelvis 12.5 21.8 
Errors in flexion and 
rotation 39 21.3 
Large baby 13 18.5 
Inertia uteri 26.5 21.3 
Toxemia 3 10.7 
Other obstetrical and 
medical 
complications 6 6.3 











TABLE V. PERCENTAGES OF CAUSES OF DEATH IN 
206 FATAL CASES OF PROLONGED LABOR 


Roe eT NEL me Tee nT 50% 
0 See pe ee eee Re Cee at Bs 25% 
OE SO err re rrr re 13% 
(Ere errr 5% 
Other obstetrical and medical causes...... 7% 





TABLE VI. DURATION OF LABOR IN. 206 FATAL 
CASES, ASSOCIATED WITH PROLONGED LABOR 


Chee 2 Be. Beek TR Bh vn odes cnseccvevcscces 47 
Over G0 Hours. less than. 26... 0. 6.5 ciesccwasees 27 
Cer De Deere, Bees GD Goi nnn ccc ccc ckecccvesss 43 
Over 48 hours, less than GO. .............cccceees 42 
Over GO Roars, fess thait SO..2...65.. sens iecesasien 26 
COG RR Ta on oss sien vin cas Shires Se SSS RES 19 

PEE INE oo 5 62 sci tastre's SA ARTS ROLES OOO 48 hours 

BEE 68S KS Seeenesabedereenrenbenune 8 days 





series died of sepsis. Every fourth woman died 
of shock. Approximately every eighth woman 
died of hemorrhage. The average duration of 
these 206 labors was just under forty-eight hours. 
(Table VI.) 


Contracted Pelvis 


Contracted pelvis was the basic cause in pro- 
longing the labor in forty-five cases (21.8 per 
cent) in this series; in seven of the sixty multip- 
aras. The average duration of the labors in this 
group was forty-seven hours. One-third of these 
women were colored. (Table VII.) 

The mechanism of normal labor is disturbed 
when shortened pelvic diameters impede the en- 
gagement or advance of the presenting part. 

The question of labor in contracted pelvis 
hinges upon whether disproportion exists at term, 
whether it is absolute, requiring abdominal deliv- 
ery; moderate with some risk to the fetus 
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TABLE VII. METHODS OF DELIVERY AND CAUSES OF 
DEATH IN PROLONGED LABOR DUE TO 
CONTRACTED PELVIS 
Forty-five Cases 











No. | Sepsis | Shock |} Hemorrhage | Other 

Classical 

section 22 19 3 
Cervical 

section 12 7 3 1 1 
Porro section 1 1 
Forceps 4 3 1 
Craniotomy 2 1 1 
Version 1 1 
Spontaneous 

delivery 1 1 
Undelivered 2 1 1 
Multiple 

operations | 14 7 6 1 




















through pressure effects or operative trauma in 
vaginal delivery; or minimal when but little 
danger may be expected for either mother or 
child. 


A careful study of every woman during the 
prenatal period should enable one to determine 
if vaginal delivery is likely or doubtful. Roent- 
gen studies should be made where such clinical 
examinations as Leopold’s fourth maneuver, 
Perret’s test, or Hillis’ impression method sug- 
gest that engagement of the head in the brim 
apparently is not possible. By such tests and 
competent consultations one may form a fairly 
definite idea as to the probability of vaginal de- 
livery and be forwarned of altered mechanisms 
which may develop or the complications which 
may arise. 

The question of test of labor arises frequently 
in cases of so-called borderline contraction of 
the pelvis or borderline cephalopelvic dispropor- 
tion. It is hard to define the term “test of labor.” 
A working rule might be that with a suspicious 
relationship of the head and pelvis, eight hours 
active labor pains less than five minutes apart 
and .of good quality should be allowed. The 
hoped for effect of the uterine contractions 
should not be obscured by the use of analgesic 
agents. If at the end of this period engagement 
and some descent, determined by rectal examina- 
tion, have not occurred, abdominal delivery is 
indicated. 
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Borderline cases of contracted pelvis will often 
permit successful forceps delivery of a living 
child, if effective uterine contractions have 
moulded the head to accommodate the shortened 
pelvic diameters. It may be elected in some sit- 
uations to allow a prolongation of labor if prog- 
ress, though slow, is evident. The adaptation of 
the head to the particular type of pelvis should 
be borne in mind, for the delivery of the head 
with occiput posterior may at times be more fa- 
vorable in oval type of pelvis. The danger of 
trauma of forceps delivery in opening up ave- 
nues of entrance for potentially present infection 
in prolonged labor should be borne in mind. 

The obstetric history of the multipara should 
disclose previous difficult vaginal delivery, often 
with stillbirth, sufficiently early to avoid the com- 
plication and danger of a prolonged labor from 
contracted pelvis in a succeeding pregnancy. 
Several cases in the contracted pelvis group gave 
not only this history but, in addition, showed 
those physical characteristics described by Hor- 
ner which have been labelled the dystrophia dys- 
tocia group. These short, thick-set women with 
masculine habitus and distribution of hair, and 
who frequently show other evidence of glandular 
dysfunction, especially the hypothyroid type, 
should always be suspected of developing abnor- 
mal labors in their funnel pelves. 

If the condition is first met in labor, particu- 
larly, if the membranes are ruptured, no vaginal 
examinations should be made and rectal examina- 
tions should be limited. For the operator meet- 
ing such a case late in labor with long ruptured 
membranes and previous vaginal examinations 
with elevation of temperature and pulse, the via- 
bility of the fetus and a critical scrutiny of the 
situation will guide the selection of operation. 


Waters Operation 


In the potentially infected case, the low cervi- 
cal or extraperitoneal (Waters) operation, may 
be chosen, in the actually infected case the choice 
lies between extraperitoneal (Waters) operation, 
the Porro operation, and craniotomy on a living 
child; this latter operation while one abhors its 
performance, must in some instances be of 
choice. Much depends on the skill as well as on 
the judgment of the operator. Intra-uterine in- 
fection may develop so rapidly after rupture of 
the membranes that early consultation should be 
asked for in this situation if any suspicion of 
contracted pelvis exists. 
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The danger of transperitoneal operation in 
prolonged and obstructed labor from contracied 
pelvis is strongly pointed to in the 19 deaths from 
sepsis in the 22 classical cesarean sections. 

That seven of twelve women, on whom low 
cervical sections were performed in this group, 
died of sepsis is indicative of the limitations of 
this operation. It is no panacea against infection, 
and its choice must always be weighed against 
the Porro operation if infection is present. The 
sulfa group of drugs may be added after low 
cervical section, but they, too, sometimes fail to 
carry the case through successfully. 

In both instances where craniotomy was used 
as the operation to deliver other methods had 
failed. Version was the operation of delivery in 
but one case in this series, high forceps had 
failed. The patient admitted to the hospital after 
a home labor of 60 hours was a 215-pound ne- 
gress who gave a history of several previous 
stillbirths and two high forceps deliveries, of 
living children, one child survived, the other was 
an early neonatal death. Here the fetus was dead 
and the choice of version over craniotomy sub- 
jected the woman to the danger of rupture of the 
uterus as well as to infection from which she 
died shortly. 

Obese Women 


Matthews has stressed the bad prognosis of 
pregnancy and labor for the obese woman. Par- 
ticularly, should this fact be borne in mind where 
contracted pelvis enters the picture. Such cases 
demand exacting study and the best obstetric 
judgment available. In the same category I re- 
gard the woman with a borderline pelvis who 
has produced a living child, and does not become 
pregnant again for a long term of years. In 
both the obese woman and such elderly secundi- 
gravida I look on borderline disproportion as an 
indication for elective cesarean section near 
term. 

The question of operating on a case long in 
labor with a contracted pelvis calls into considera- 
tion both preparation and anesthesia. If the 
woman shows signs of becoming exhausted, ris- 
ing pulse rate and fever, operation should be 
postponed until a period of rest has been obtained 
by morphine. During this time acidosis may be 
combated with infusions of dextrose and the pa- 
tient’s resistance increased by infusions of plas- 
ma or blood transfusions. If infection is poten- 
tial or present, a sulfa drug may be adminis- 
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tered by injection as a prophylactic measure. Its 
local and oral use should be the rule following 
any intra or extra-peritoneal operative delivery 
after prolonged labor particularly if the mem- 
branes have been long ruptured or vaginal exam- 
ination made. 

No patient should be operated upon if her 
condition is such that the added shock of the op- 
eration will throw the balance of the scales 
against her. Delay here is fully justified if meas- 
ures are instituted to overcome shock from ex- 
haustion. The tendency of the uterus to fail to 
retract and contract after prolonged and ineffec- 
tual labor should be borne in mind. The tired 
muscle does not respond well to oxytocics even 
when they are administered intravenously. Pack- 
ing should be available, and used on the slightest 
suspicion that the uterus will not contract. Post- 
operatively, blood transfusions or plasma infu- 
sions should be the rule. 


Anesthesia 


The question of anesthesia in this group of 
cases is important. Nitrous oxide anesthesia was 
believed to have added to the patient’s burden in 
a number of the cases reported. Open drop ether 
is regarded as much less unfavorable than other 
types of anesthesia. In several of the cases bar- 
biturate sedation had been used and was re- 
garded, on analysis of the cases, as having con- 
tributed to the physical depression which culmi- 
nated in fatal shock during or after operative 
delivery. 

The subject of contracted pelvis causing pro- 
longed labor with fatal result cannot be concluded 
without mentioning multiple operations for de- 
livery. There were fourteen such cases. They 
reflected largely obstetric inexperience and in- 
competence. 

Occipito-posterior or transverse position or 
other errors of flexion or rotation, such as brow 
and face, were the basic causes in prolonging la- 
bor in forty-four cases (21.3 per cent) in this 
series ; eleven of the sixty multiparas. The aver- 
age duration of these labors was fifty hours. 
(Table VIII.) 

Errors in rotation and in flexion, usually as- 
sociated, are common causes of prolonged labor 
in both primigravidas and multiparas. Labor is 
prolonged in occipito-posterior presentations be- 
cause rotation to the anterior position takes a 
longer time, while the force of the uterine con- 
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TABLE VIII. TYPES OF DELIVERY AND CAUSES OF 
DEATH IN CASES WHERE LABOR WAS PROLONGED 
FROM ERRORS IN ROTATION AND FLEXION 
Forty-four Cases (includes two face and one brow) 











No. | Sepsis | Shock | Hemorrhage | Other 

Classical 

section 5 4 1 
Cervical 

section 2 2 
Forceps 21 8 7 5 1 
Version 9 8 1 
Craniotomy 3 1 1 1 
Spontaneous 

delivery + 2 1 1 
Multiple 11 3 6 2 




















tractions along a posteriorly placed fetal axis 
causes extension of the head. Thus longer diam- 
eters of the fetal head are presented and create 
a relative disproportion of a temporary nature. 
Secondary failure of the head to reach the lower 
uterine pole does not allow the usual stimulating 
effect resulting in reflex uterine contractions. 
This interference with adaptation favors an in- 
effectually contracting uterus with slowly dilating 
cervix commonly seen in occipito-posterior pres- 
entations. 
Rest 


Time, the guardian angel of obstetric practice, 
with alternating periods of rest and stimulation, 
will usually produce the necessary flexion with 
smaller diameters, descent of the vertex to the 
sloping planes of pelvic fascia and anterior ro- 
tation. The prolongation of such labors may be 
regarded as a physiological feature of the mech- 
anism. Morphine for rest, atropine for its relax- 
ing influence, a tight abdominal binder, empty 
bladder and rectum, posture, lying on the side 
opposite to the fetal back and easily assimilable 
food may be used with advantage. An eight-hour 
rest may be followed by the stimulating effect of 
strong coffee, and very occasionally one or two 
doses of one minim of obstetrical pituitary ex- 
tract. Such alternating periods of rest and work 
will suffice for spontaneous delivery in the ma- 
jority of instances. 

Pathological prolongation of labor occurs when 
failure of rotation persists or is incomplete, as in 
transverse arrest, and the uterus is not sufficient- 
ly able to complete the task. Manual rotation 
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and forceps delivery is indicated in many such 
cases. Forceps should not be used until complete 
dilatation has occurred, nor to rotate an occiput 
which is posterior or transverse if manual rota- 
_tion can accomplish the same purpose. 

Where the pelvis is known to be an AP oval 
or male in type, delivery by forceps and deep 
episiotomy with the occiput remaining posterior 
is less traumatic than instrumental rotation of 
the head. Version is favored for persistently 
high head, where flexion is still incomplete and 
with proper regard relative to cephalo-pelvic pro- 
portion, presence of amniotic fluid, the condition 
of the retraction ring, and the quality of the uter- 
ine muscle tone. A properly administered deep 
ether anesthesia is essential while the use of 
adrenalin solution for its relaxing effect on the 
uterine muscle is often helpful. It has been well 
said that the successful handling of occipito-pos- 
terior presentations is a mark of one’s having 
mastered the art of obstetrics. 

Classical cesarean section was resorted to in 
five of the series. In this group pelvic measure- 
ments were normal, the infants did not weigh 
above 3200 grams (7.5 pounds) and two of the 
women had previously borne living children. 
There did not seem to be any greater indication 
for the operation than the fact that the labor was 
prolonged and the patients exhausted. The dan- 
gers of infection in long labors is again shown 
by the fact that four died of puerperal sepsis. 


Low cervical section was used after labor had 
persisted for forty-eight hours in two patients 
where occipito-posterior was the cause of pro- 
longed labor ; both died of sepsis. Whether or not 
any vaginal antisepsis during these long labors 
would have helped is speculative. Sulfanilamid 
was not used in either case. 


Shock 


In this group eight deaths following version 
were attributed to shock. An analysis of the his- 
tories showed that in six cases forceps operations 
had failed to deliver, to one of these a cra- 
niotomy had been added, but this, too, failed. 
Four women, possibly a fifth, had ruptured uteri. 
In only two cases was the labor less than 36 
hours, in the majority it was over 48 hours. 
There can be little doubt that traumatic over- 
powering the resistance of a pathological retrac- 
tion or contraction ring occurred in the majority 
of the versions in this group. The solution of 
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TABLE IX. 


Large Baby: Twenty-three Cases 



























































No. | Sepsis | Shock | Hemorrhage} Toxemia 

Classical 7 

section 5 3 2 
Cervical 

section 1 1 
Porro section| 1 1 
Forceps 9 2 3 3 1 
Version 5 1 4 
Spontaneous 

delivery 2 2 
Multiple 

operation 4 1 3 

Hydrocephalus: Three Cases 

Classical 

section 3 2 1 

Breech: Seven Cases 

Extra- 

peritoneal 

section 1 1 
Decomposi- 

tion and 

extraction 3 2 i 
Spontaneous 

delivery 3 2 1 

Twins: Three Cases 

Version 2 2 
Forceps 1 1 








Transverse Life: Two Cases 





Porro 1 1 


Version 1 1 




















such situations is early and competent consulta- 
tions. When forceps fail and version is contra- 
indicated the Porro operation with extraperito- 
neal fixation of the stump in infected cases ap- 
pears the logical final operative procedure. 


Oversize Babies 


Large babies, 8.5 pounds, 3800 grams, or over, 
hydrocephalus or twins was the basic cause of 
prolongation of labor in thirty-eight cases (18.5 


Jour. MSMS 

















per cent), of the series; seventeen of the sixty 
multiparas. The average duration of labor was 
forty-four hours. As in the other groups sepsis 
and shock were the major causes of death. 
(Table IX.) 

Excessive size of the fetus may produce dys- 
tocia and prolonged labor through a relative dis- 
proportion between the head or shoulder girdle 
and the pelvis. As a rule, obstruction is infre- 
quent in the average pelvis with a fetus weigh- 
ing less than ten pounds (4500 grams). In such 
cases the pregnancy has usually been prolonged, 
the fetus is postmature and the head does not 
easily mould. In many instances the size of the 
shoulder girdle causes the real difficulty in 
delivery. 

An oversized baby is likely if the parents are 
unusually large physically, the mother a grand 
multipara or a diabetic. If prenatal examination 
reveals this a prolonged or difficult labor may be 
anticipated. Induction of early labor has been 
suggested if examinations portend a child of 
eight pounds (3600 grams). In actual labor the 
same criteria as in contracted pelvis should hold 
for time and type of operation. 


In a case carefully watched from beginning of 
labor in hospital, with unruptured membranes, 
vaginal antisepsis, no vaginal examinations, 
failed test of labor with an oversize fetus may 
be followed by classical cesarean section. As 
the objections to this operation are listed one by 
one, the shift should be to low cervical extra- 
peritoneal or Porro section or craniotomy. Ver- 
sion must be thoughtfully and cautiously chosen 
as an operation to deliver when forceps fail; the 
few living children so delivered are outweighed 
by the maternal deaths from ruptured uteri and 
shock. It should be recalled in connection with 
this group of cases that the multipara who has 
previously borne very large babies reaches a 
point in her uterine ability and physical capacity 
where she can no longer be capable of such a 
strain of labor as may be allowed a younger or 
primiparous woman. 


There were eleven deaths from shock among 
the twenty-three large baby cases. The length of 
labor predisposed to this mode of exitus; the 
choice of gas oxygen anesthesia in three cases 
was unwise. Of the twenty-three babies in the 
excessive size group but six were born alive. 
Ten of the babies weighed from nine to thirteen 
pounds. 
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Pathologically prolonged labor may result from 
hydrocephalus. Antepartum diagnosis was not 
made. The treatment by cesarean in all three 
cases even though two of the patients were mul- 
tiparas, with more than forty-eight hours labor 
in each case, signifies either missed judgment or 
unusually extenuating circumstances which did 
not appear in the history. Reduction of size of 
head through perforation usually results in spon- 
taneous delivery. 


Breech Presentation 


Breech presentations are frequently associated 
with prolonged labors. The extension of time to 
deliver is not always abnormal. The basic causes 
of breech presentation are those factors which 
tend to prevent the breech from easily entering 
the lower uterine ovoid and causing reflex stim- 
ulation. The frank breech enters the pelvis, it is 
true, but its progress is impeded by lack of lateral 
flexion from the splinting action of the legs. 
Such labors may become pathologically pro- 
longed. All diagnosed or suspected breech pres- 
entations should have roentgenograms to deter- 
mine the exact relation of the legs to the fetal 
body. 


Regarding delivery of breech presentation, 
the radical obstetrician feels that extraction 
should be done as soon as the cervix is fully 
dilated, the conservative man feels the breech 
should be allowed to deliver spontaneously, if 
possible. The middle ground of interfering when 
lack of progress has been determined by close 
observation of the case is the best obstetric 
practice. 


Inertia Uteri 


Inertia uteri and other dystocias of soft parts 
were the basic cause of prolonged labor in forty- 
four cases (21.3 per cent) of the series; twelve 
of the sixty multiparas. (Table X.) 

Inertia uteri is a frequent cause of prolonged 
labor. Clinically, two types of inefficient and in- 
effectual muscular efforts at expulsion are seen. 
The primary type is present throughout labor 
from its onset; the secondary type, often con- 
fused with the cessation of contractions from 
general exhaustion of an obstructed labor, de- 
velops after a variable length of labor either of 
the normal or of the primary inertia type and 
signifies that the uterus in question has been 
capable of only so many hours’ effort, and that 
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TABLE X. 
Inertia Uteri: Thirty-seven Cases 
No. | Sepsis | Shock | Hemorrhage | Other 
. Classical 
section 3 2 1 
Forceps 19 8 5 5 1 
Version 3 1 2 
Craniotomy 1 1 
Spontaneous 
delivery 10 4 1 4 1 
Undelivered 1 1 
Multiple 1 1 
Fixation of Uterus: Two Cases 
Porro section 1 1 
Version 1 1 
Stenosis of Cervix: Three Cases 
Cervical 
section 1 1 
Undelivered 1 1 
Forceps 1 1 
Fibromyomata Uteri: Two Cases 
Classical 
section 1 1 
Forceps 1 1 














usually of a poor degree. Among the reasons 
suggested for inertia are faulty development of 
the muscle, poor constitutional types, abnormal 
innervation of the uterus, the worn out muscle 
of the multipara or the over-distended muscle 
of the twin or hydramnion pregnancy. 


A common cause might be the altered wall of 
the previously infected uterus or early fibrosis 
in the uterine muscle of the elderly primigravida. 
Malnutrition may play a more significant rdle 
than we suspect, a woman who has had an ex- 
cellent protein intake during pregnancy seldom 
has inertia during labor. I am unconvinced of 
benefits, per se, from prenatal administration of 
calcium or quinine or the use of a low salt diet. 
To me these cases are as difficult to anticipate as 
they are to treat. | regard them as pathologically 
prolonged labors since the basic cause is an ab- 
normal condition. 
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From the unusual degree of pain associated 
with the inefficient contractions of inertia the fac- 
tor of abnormal innervation appeals greatly. If 
the patient’s morale can be controlled and sup- 
ported by periods of rest under morphine and 
easily assimilable food, periods of alternate effort 
will eventually increase in intensity to the point 
where delivery becomes feasible by operation, 
if not it does occur spontaneously. 

Secondary inertia, on the other hand, leaves 
one in a quandary of whether to attack or re- 
treat, to stimulate, operate or sedate. Decision 
must depend on such factors as length of labor, 
condition of the mother and fetus, and degree of 
dilatation and descent of the presenting part. 
Rest under morphine and support of intravenous 
dextrose brings out reserve strength. Further 
periods of rest may be advisable before resorting 
to operation. 

Artificial shortening or termination of the 
first stage, here or where other basic causes ob- 
tain, calls for mature judgment, a high degree of 
obstetric skill and favorable environment. 

Dilatation of the cervix may be accomplished 
by an insertion of a bag. If dilatation is indicat- 
ed to permit immediate operative delivery, cer- 
vical incision should be made. 

Forceps delivery is most favorable. Cesarean 
section is seldom indicated. One of the three 
cesareans in this group had a pathological re- 
traction ring after a 67-hour labor. Failed for- 
ceps, failed version and septic death after cesa- 
rean with a stillborn child points to missed op- 
portunity at an earlier hour, or absence of judg- 
ment in not choosing a craniotomy or embryot- 
omy on a dead fetus. The forceps series here 
emphasize the surgical axiom not to operate in 
shock or its premonitory exhaustion. 


Cervical Dystocia 


Other types of soft tissue dystocia in this 
group of 206 fatal cases were associated with 
prolonged labor. (Table X.) 

Much has been written in regard to the part 
the cervix plays in producing a prolongation of 
labor. In most instances the failure of oblitera- 
tion and dilatation of the cervix is dependent 
upon processes taking place in the lower uterine 
segment and in the corpus. In only a few cases 
is the fault inherent in the cervix itself. 

A. C. Ivy has summarized the delay in the 
first group as being due to, first, an incoordina- 
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tion of the wave of contraction; secondly, to a 
failure of the property of the uterine muscle 
fibers responsible for retraction in taking up the 
“lack,” or holding the progress made by the 
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There was a history of previous induced abor- 
tion. Death resulted from intrapartum sepsis, 
undelivered. The third case, a syphilitic negress, 
had a nonyielding external os. For sixty of the 


TABLE XI. TOXEMIA AND NEPHRITIS 
Twenty-two Cases 











No. | Sepsis | Shock Hemorrhage Toxemia | Heart 

Classical 

section 3 1 1 
Forceps 8 + 4 
Version 4 3 1 
Spontaneous 

delivery 6 3 3 
Undelivered 2 1 1 























preceding contraction ; and thirdly, failure of en- 
gagement or descent of the presenting part in the 
pelvis causing a loss of force of the contractions 
in effacement and dilatation. The first two ideas 
support the view expressed by Kamperman that 
the progress noted in the cervix reflects the effec- 
tiveness in labor of the uterus as a whole. 


Ivy considers four factors resident in the cer- 
vix may be responsible for its failure to dilate 
normally. There are: first, failure of the isthmus 
to completely unfold and be included in the gen- 
eral uterine cavity after three or four months of 
pregnancy. This results in a long cervix at term. 
Secondly, failure of the circular musculature 
about the obstetric internal os to manifest normal 
relaxation. The reason for this hypertonus or 
spasticity is obscure. Thirdly, failure of the ex- 
ternal portion of the cervix to soften in the nor- 
mal manner in response to the sex hormones. 
Fourthly, the presence of an abnormal amount 
of connective tissue due to cervicitis preceding 
infection or mechanical trauma. 


The cervix was definitely incriminated only 
three times in this series. The women were 
twenty, thirty, and thirty-four years of age; the 
labors, sixty, ninety-six, and one hundred and 
three hours’ duration. 


in the first instance, a young primigravida, 
the cervix was noted as being thick and carti- 
laginous in consistency. Death resulted from 
sepsis following cervical section. In the second 
case it was noted that a hard, stenotic ring was 
present about one inch above the external os. 
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103 hours the head was on the pelvic floor. When 
dilatation finally occurred low forceps completed 
the delivery. Death from sepsis followed; at 
autopsy perforation of the lower uterine segment 
from pressure, necrosis was found. The case 
seems to have been a typical one for cervical 
incisions. 

The few cases where cervical dystocia was 
present in this series is of interest when one re- 
calls that in the recent maternal care study in 
Michigan the average finding of rigid cervix in 
labor reported by all attendants was given as 6.4 
per cent, and that manual dilatation or incision 
was practiced in 5.3 per cent of all cases reported. 
In the hospital series, 3 per cent of the labors 
were considered prolonged because of a toxemic 
state of the woman; in the mortality group there 
were twenty-two labors with toxemia as the basic 
cause of delay, 10.7 per cent. The average dura- 
tion of these labors was sixty hours. (Table XI.) 


Toxemias 


Dieckmann, in his recent monograph, states 
that 35 per cent of all toxemic primigravidas have 
labors over eighteen hours and 25 per cent have 
labors over twenty-four hours. It is to be pre- 
sumed that the depressing constitutional effect 
of the toxemias of pregnancy of any type would 
have a modifying effect on the uterine muscula- 
ture. The question as to the proper time and 
manner of terminating pregnancy in toxemic 
women is an old one and it will not be debated 
in this paper except to say that the obstetric fac- 
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tors of parity, period of gestation and the phys- 
iological preparedness of the cervix, consistency, 
obliteration and dilatation should always be borne 
in mind. Primarily the severity of the toxemia 
‘and failure of its improvement under treatment 
are guiding influences. 

The tendency to an instability of the vascular 
and metabolic systems, to an inertia induced by 
toxemia, to a lack of resistance to infection and 
to an inability to withstand traumatic vaginal 
operative deliveries favors the choice of many 
obstetricians today of promptly terminating tox- 
emias of increasing severity, especially, in primi- 
gravidas, by hysterotomy under local anesthesia. 

Ten of the twenty-two labors were induced by 
rupture of the membranes, insertion of rubber 
tubes into the uterine cavity or insertion of gauze 
packs into the cervix. The three cesarean oper- 
ations followed induced labors. 

Multiple operative procedures are not well tol- 
erated in progressively increasing toxemias. While 
the danger of infection introduced by tube in- 
duction makes classical cesarean an operation 
fraught with risk, all these cases showed such 
faults as lack of prenatal care, refusal of hos- 
pitalization by the patient, use of chloroform and 
nitrous oxide anesthesia and the use of pituitary 
extract in labor, with probably two instances of 
pituitary extract induced fatal vascular collapse. 


Placenta Previa 


Three cases of placenta previa gave rise to 
labor of over twenty-four hours each. With the 
onset of uterine contractions hemorrhage oc- 
curred in all until at admission to hospital, one 
woman died of shock undelivered and the other 
two survived version and extraction for two and 
twenty-five minutes respectively. The location 
of the implantation may have hindered more ef- 
fectual labor in preventing engagement of the 
fetal head. In all three cases missed diagnosis 
was a basic error. (Table XII.) 


In eight cases medical or surgical conditions 
were responsible for prolongation of labor 
through the toxic or depressing effects of infec- 
tions such as pneumonia, tuberculosis and pyelitis. 
Other anomalies producing prolonged labor in- 
cluded one case of rupture of the uterus at seven 
months pregnancy. The final case in this series 
was one where an acute intestinal obstruction de- 
veloped during labor in a primigravida. The 
labor lasted seventy-five hours, and ended in a 
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TABLE XII, 
Rupture of Uterus: One Case 








—- 


No. | Sepsis | Shock | Hemorrhage 





——— 


Evacuations of 
uterus 1 1 





Placenta Previa: Three Cases 





Version 2 2 


Undelivered 1 1 

















Medical Conditions: Eight Cases 








Pneumonia 3 
Tuberculosis 2 
Malnutrition 1 
Intestinal 
obstruction 1 
Pyelitis 1 














spontaneous delivery of a living child. There were 
no basic obstetrical causes for a long labor. Im- 
mediately after delivery, an intestinal resection 
was performed. Death resulted on the third day, 
postpartum and postoperative. Though extremely 
rare, such a case possesses some interesting ques- 
tions for both surgical and obstetrical judgment. 
Should intestinal operation have been performed 
at once and the labor allowed to go on normally? 
According to Cosgrove, as I understand his teach- 
ing, the latter would be preferable, unless there 
was an obstetric reason for abdominal delivery. 


There were thirty-five cases (17 per cent) in 
this series in which multiple operations were per- 
formed. Fifteen patients died of sepsis, seven- 
teen died of shock, three died of hemorrhage. 
Many of the histories of this series reflect ob- 
stetric inexperience or incompetence. The greater 
likelihood of the woman with a prolonged labor 
to become infected, is increased with repeated in- 
tra-uterine manipulations. 


The shock-producing effect of the physical and 
mental strain of long labor is accentuated by mul- 
tiple operative procedures. In this series the most 
frequent combination of operations was failed 
forceps and version, or failed forceps and cesar- 
ean section. Judgment and skill, borne of long 
obstetric experience, are the solutions to such 
termination of prolonged labors. 
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Rupture 


There were fourteen cases of rupture of the 
uterus, approximately 7 per cent, in this se- 
ries. Rupture of the uterus followed version in 
nine instances, in another case it followed at- 
tempted version, after failed forceps, and final 
craniotomy. Here, it was felt the attempt at ver- 
sion was responsible. Three cases of rupture of 
the uterus followed forceps deliveries. The rup- 
ture following forceps were in the lower uterine 
segment and were likely due to unskillful inser- 
tion of the blades or to trauma of forcibly over- 
coming disproportion. Among the contra-indica- 
tions for version, as seen in many of these cases, 
was the presence of a tetanically contracted uterus 
or a pathological retraction ring. These are most 
emphatic contra-indications. 

A discussion of this subject cannot be closed 
without a comment on fetal wastage. Death rate 
of the fetus or newborn in prolonged labor, from 
whatever basic cause, is high, and results from 
asphyxia, anoxia or direct injury. In this series 
eighty infants were stillborn, nine women died 
undelivered (a postmortem abdominal hyster- 
otomy salvaged one survivor in this group) and 
fourteen neonatal deaths were recorded. The to- 
tal, 102 infant deaths, is approximately fifty per 
cent of the total series. Among the sixty-six ce- 
sarean sections, of all types which were per- 
formed, fifteen babies were stillborn. It is evi- 
dent that the tardy recognition of the basic causes 
of prolonged labor and delay in instituting prop- 
erly chosen procedures to deliver takes a tre- 
mendous fetal toll. 


Summary 


Labor may be prolonged beyond the average 
duration by various abnormalities of the three 
factors concerned in its mechanism. Depending 
upon the extent of the fault the prolongation 
may be regarded as physiological or delayed or 
it may develop into a true pathological status. 

If the delay is due to contracted pelvis, over- 
sized fetus, or errors of rotation and flexion the 
basic cause should have been recognized ante- 
partum. The delay should have been anticipated 
and the management of the case planned long 
before any arbitrary time limit. Consultation, 
required in many institutions, by providing com- 
petent obstetric judgment, will help in determin- 
ing the proper course to pursue in unplanned 
cases or unrecognized situations. 
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Women die after prolonged labors not so much 
from the cause producing the delay but due to 
faulty management of the labor. Deaths result 
from infection, exhaustion and shock, and hem- 
orrhage. Infection can be combated by vaginal 
antisepsis, keeping up resistance, choice of prop- 
er operation to deliver, asepsis and skilled tech- 
nique in delivery and the use of the sulfa group of 
drugs. 

Exhaustion may be avoided by rest induced 
by morphine and the supporting influence of in- 
fusions of dextrose. These measures tend to 
lessen shock. The avoidance of multiple oper- 
ations and tissue devitalization can be accom- 
plished through choice of proper operation. This 
demands mature obstetric judgment and skill. The 
choice of anesthetic agent is highly important. 

Hemorrhage is lessened if tonicity can be re- 
stored to the uterus before delivery. The third 
stage is best managed in as near a normal mech- 
anism as possible. When oxytocics fail to pro- 
duce contraction and retraction in a tired uterus, 
intrauterine tamponade is imperative, and fluid 
and blood replacement is of the first order. 

Inertia uteri constitutes both a medical and an 
obstetrical problem. Purposefully allowing labor 
to be prolonged uniformly gives better results 
than too early stimulation or operation. Intelli- 
gent, watchful waiting must not, however, be- 
come unintelligent hopeful expectancy. 

Cervical dystocia is rare. Where it is definite- 
ly present, radical intervention may at times be 
indicated. 

Toxemia predisposes to prolonged labor through 
its reflex influence on the organism as a whole. 
In many instances hysterotomy is less traumatic 
to both mother and fetus than long and oper- 
atively terminated vaginal delivery. 

A recital of the circumstances surrounding ma- 
ternal deaths associated with labors of more than 
normal duration by the attending obstetrician be- 
fore a medical group followed by a frank and 
open discussion of such facts has proven in Phil- 
adelphia to be a salutory method of diminishing 
the incidence of such tragedies. 
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May 24, 1943, is the four hundredth anniversary of 
Nicholas Copernicus, the great Polish astronomer. Few 
know that he was by profession a Doctor of Medicine. 
The Kosciuszko Foundation is celebrating at Carnegie 
Hall, New York, and has issued a beautiful illuminated 
booklet on the life and accomplishments of Copernicus. 
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* _EDITORIAL + 





FUTURE OF MEDICINE 


™ For the past several months the future aspects 

of the practice of medicine have been clouded 
by many signs pointing to changing conditions. 
Some of these have been for more control of 
our private practice in the way of restrictions 
or regimentation, but the most dangerous trends 
have been towards relaxation of our standards 
under which the people of the United States 
have received the best medical service ever of- 
fered. Most of these changes have been by ex- 
ecutive decree or court order, and they have 
pointed towards state medicine. The Court re- 
fused to decide whether we are a profession, 
but declared our medical societies must not 
interfere in any way with the BUSINESS of 
furnishing medical services by a group or or- 
ganization to its members or subscribers. The 
medical societies tried to so arrange that the 
subscribers could choose their own doctors, but 
the court said that is illegal, and the medical 
societies must not interfere in any way with 
the “Business” affairs of the groups. To be in- 
terested in the terms of contract or qualifications 
of the contract physicians is prohibited. This pro- 
hibition of activities opened the way for Social 
Security to announce a plan for care of the 
people “from the womb to the tomb,” with a 
ten per cent deduction of income. As a matter 
of fact that proposal came immediately the Court’s 
decision had been published. Most of us know 
something about the Beveridge Report, in Eng- 
land, proposing a rather complete coverage for 
medical and health services, for all the people. 
The English plan exempts certain services say- 
ing that private enterprise had already done a 
good job. 


The Armed forces have ordered into service 
all teen-agers who have commissions, or ratings, 
and are in school. All others are being inducted. 
They will be placed in uniform and selections 
made for continuation of school training. The 
armed forces will determine who is to take 
premedical courses, dentistry, or theology. The 
soldier will not be allowed to choose his school, 
but may be consulted as to the profession if 
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any he desires to choose. He will then be sent 
to school with quarters and subsistence, tuition, 
and a basic soldier’s pay, under commanding of- 
ficers and marched to classes. The three-year 
premedical course now required by twenty-three 
states is cut to five twelve-week sections and that 
telescoped into fifteen months. Those states can 
change their registration law! Under present 
laws these student will not be able to take the 
examinations and practice,* but there is a way 
out of that. The United States Public Health 
Service can issue commissions and they can prac- 
tice in any state of the union. 


These several instances of government by de- 
cree have provoked worries among thinking doc- 
tors and medical leaders in many of our states, 
and editorial comments are numerous. 


THE OUTLOOK IMPROVES 


™ Signs are in development that there may be 

some semblance of other and more democratic 
control. The House of Representatives, and the 
Senate have both voted against the decree of 
the President about the $25,000 net after fed- 
eral taxes. This was proposed and rejected twice 
by the congress, according to able Editor Grove 
Patterson in the Toledo Blade of March 18, 
1943: “That is a wholesome sign of a returning 
sense of responsibility by the legislatures for legis- 
lation. For too long a time Congress refused to 
accept that responsibility. That is why there has 
been so much legislating from the White House, 
by decree.” 


There are many signs that the Congress is 
again assuming the direction of legislation. A 
resolution has been prepared directing the Presi- 
dent to assume leadership in the creation of a 
supreme war council. The Ways and Means 
Committee turned down the “skip a year” in- 
come tax plan, but Congress seems to be deter- 
mined to do something about it. The Powers- 


(Continued on Page 378) 





*“The admission of these graduates to private practice after 
the war will require consideration on a state level and legis!a- 
tion as needed.” Brig. Gen. Joseph M. Dalton, Army Personnel 
Section at National Conference on Medical Service, Chicago, 
February 15, 1943. 
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Winning the War—At Home and Abroad 


The membership of the Michigan State Medi- 
cal Society stands today at 4,445. This large en- 
rollment includes 1,663 military members. These 
self-sacrificing, courageous Doctors of Medicine, 
as officers in the Medical Corps of the Army 
and Navy, are serving their country in all parts 
of the world. Of these members, we are mightily 
proud. We wish them Godspeed and an early 
return to Michigan with Victory ’round their 
shoulders ! 

Praise is also due those physicians who must 
remain on the home front. These Doctors of 
Medicine are working two and three times hard- 
er than ever before to see that medical service 
is supplied to our industrial and civilian popula- 
tion. They are not sparing themselves but actu- 
ally shortening their lives by over-work and the 
pressure of anxiety. Because of their contribu- 
tion medical care is being received by our war 
workers and all who need it. The excellent 
health of the people of America—the best in the 
nation’s history—speaks in a great voice of the 
splendid labors being done by our medical army 
at home. 

Michigan Doctors of Medicine know that a 
war must be won. Their work, whether among 
the dangers of the armed forces or in the triple- 
quick practice of medicine in their own communi- 
ties, is all to that end. 


President, Michigan State Medical Society 
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(Continued from Page 376) 
that-be have consistently refused to consider 
women doctors for commissions in the armed 
forces, but a bill has just been passed granting 
' them commissions, to be equal to the men’s, 
and with the same pay. 

It has taken forty years to build up a highly 
educated and wonderfully trained medical pro- 
fession, and to set up laws providing and guar- 
anteeing the very best for the care of our peo- 
ple. This is a progress unequalled anywhere 
in time or place in history, and an achievement 
for which our predecessors, and contemporaries 
may well be proud. We are not ready to see 
even one little bit of this progress lost by ex- 
ecutive decree. If by legislation, or court de- 
cision, we must submit; but we will have our 
protest. Chairman Walter F. Donaldson of the 
American Medical Association’s Public Relations 
Committee told us to not give up lightly even 
for a supposed temporary advantage the things 
we had built by so many years of endeavor. That 
is sound advice, and if the medical profession 
will adhere to it, the future will be good. 

From the standpoint of training, and practice, 
research and advancement of techniques we can 
look forward with confidence, and this writer 
believes the sound judgment and sterling quali- 
ties of leadership inherent in the profession will 
surmount any obstacles that may present them- 
selves. The profession has weathered many 
storms in the past, and always to its own better- 
ment, as well as great advantage to the people 
whom we serve. The same thing will happen as 
the result of this time of trial. We must 
have many changes as a result of the world 
revolutionary times through which we are pass- 
ing, and some of those changes will be radical. 
3ut if we take a hand in the shaping of those 
changes they will at least be our own handiwork. 

Above all we must not go backward, and 
with courage and conviction, with everyone help- 
ing, we WILL go forward. 





WOMEN DOCTORS COMMISSIONED 


™" The press has announced the passage of a 

bill giving commissions to women doctors. Our 
women physicians have been striving for this for 
many years. During the other war they thought 
they should be granted commissions, and some 
of them served as contract surgeons in the army, 
acting in hospitals, giving anesthetics, etc. One 
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of our Michigan women doctors served overseas 
(Bertha Davis Orr, M.D., now of Flint). 

It is only proper that this step should be taken, 
and especially after giving nurses commissions. 
There will probably not be many women doc- 
tors commissioned, but some will, and it is fitting. 
They practice side by side with the men in 
everyday life, and while some will think they 
may be handicapped, still they have made them- 
selves successful, and no mean competitors. They 
should be recognized in the armed forces, and 
they have just as many rights as women in 
any other ‘occupation. We have commissioned 
WAACS, WAVES, Nurses. Why not doctors? 





SELECTIVE SERVICE EXAMINATIONS 


™ National headquarters of Selective Service 

System has issued Medical Circular, Number 3, 
dated March 1, 1943. This is a modified listing 
of the defects for which selectees are to be 
rejected—that is, placed in 4F rating, at the 
preliminary examination by the draft board ex- 
aminers. There are some changes from the 
screening circular under which these examina- 
tions have been conducted for several months. 
The circular stresses that the examinations must 
be made in the nude, and that “enthusiastic ac- 
ceptance by the examining physicians is essential 
to the program.” Col. L. G. Roundtree in his 
letter of transmittal to the editor says: 


“As you know, the demands on the medical profes- 
sion are unbelievably great and the number of doctors 
entering the military service very large. Since Pearl 
Harbor the quotas have been increasingly large, thus 
the number of men to be examined each month is in 
proportion. Under the circumstances it is impossible 
for the examining physicians of Selective Service to 
carry out the complete physical examination on all 
registrants. 

“Selective Service is much impressed with the de- 
votion and the patriotism of its examining physicians 
and dentists. As you no doubt know these professional 
men in Selective Service are making the preliminary 
examination of registrants who are to be inducted 
into all branches of the military service. This repre- 
sents a national service of great magnitude and im- 
portance.” 


The medical profession has done a tremen- 
dously important service in making all these ex- 
aminations. Many of them have been done the 
hard way, by individual effort, but most boards 
have made examinations by groups, each man 
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seeing all the men to be examined, and making 
the observations in the fields assigned to him. 
In the communities where most of the active doc- 
tors have gone to service that is the only possible 
way, and that is still a burden. The profession 
has never shirked a patriotic duty, however, and 
will carry on. 





POSTWAR PLANNING 


® Mr. Charles F. Kettering spoke at the dinner 

following Michigan’s Postgraduate Industrial 
Medical and Surgical Conference, April 8, 1943, 
calling especial attention to some postwar prob- 
lems. He said human nature does not change 
in two years, even of war, what it has taken two 
million years to build. He said: 


“Given a point in this long: history of the race, such 
as the present era, the really valuable thing we can 
do is to know ourselves better, and know each other 
better, as we now are. 

“The difficulty with you doctors is that you have 
allowed an amazing mass of advertising about miracle 
medicines and cures to grow up about you, but you 
have drawn into your shells and neglected to let the 
people know what you really are and what you are 
doing. 

“T should like to see a text book on the history of 
medicine, relating the marvelous achievements of 
medicine, put into the schools. 

“The laity does not know you, and your patients 
are generally afraid of you, because they do not under- 
stand what you are doing to them, or why. 

“T would like to see hospitals made over into real 
centers of sociability and I think every person should 
know some doctor who is not doctoring him, to get 
acquainted with doctors as persons and find out what 
is in their minds. 

“To me the great thing coming out of this confer- 
ence today is the opening of your minds to each other.” 


The Conference was sponsored by The Com- 
mittee on Industrial Health, Michigan State Med- 
ical Society, in codperation with The Department 
of Postgraduate Medical Education, University 
of Michigan. It was attended by over 400. 
Similar conferences are being held in many 
States, and are accomplishing a great work during 
the present Industrial Medicine rejuvenation. 





POSTGRADUATE FOUNDATION 


" A new War Financing program is in progress 

involving the sale of thirteen billions of dollars 
of War Bonds. Our members will buy many of 
these Bonds, and should buy every one possible. 
We have a war to win and for those of us at 
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EDITORIAL 


home purchasing Bonds to the limit is no hard- 
ship in comparison to what our brothers have 
and are doing. And while buying these bonds 
why not send one to the Michigan State Medical 
Society Foundation for Postgraduate Medical 
Education. This Foundation has been established 
by the society during the past year and has al- 
ready received donations. When buying Bonds 
our members who wish could make their money 
do a double duty. Help win the war and help 
make the postwar period more secure. 





STOP! LOOK! LISTEN! 


So far, we have tried to urge doctors voluntarily to 
move into the areas where shortages are acute. This, 
however, proved an unsuccessful method in Great Brit- 
ain, and I am afraid we shall make the same discovery. 
In many cases, organized medical groups have been 
the stumbling block. Doctors who have gone into the 
services and given up practices they have built up 
sometimes have not wanted them taken over by other 
young men while they are gone. 


Men who have lucrative practices do not want to 
move into an area which may need them badly, but 
which will give them inadequate income and, frequent- 
ly, an impossible housing problem for their families. 
County medical societies and other groups have op- 
posed, in many cases, anything which savors of Gov- 
ernment control, and at times even the sending of 
public health doctors. 


These doctors, as a rule, are sent only in case of 
emergency or disaster. It looks to me, however, as if 
the health needs of the civilian population may force us 
to abandon our volunteer system and to submit to 
mandatory placement for the duration of the war. 

—ELEANOR RooseEvELt, “My Day,’ May 1, 1943. 





Procurement and Assignment has been sending 
Doctors of Medicine into areas of need, and of 
emergency for several months, and has done a 
rather good job. Many men have been replaced 
in Michigan. There is still some need, and places 
for more men to be resettled. This has been a 
strictly voluntary effort, has met with universal 
approval, and has assured medical care. In cases 
of disaster there never was a time that all doctors 
needed have not immediately volunteered. 


Our voluntary system has sufficed so far, and 
will do so to the end of the War Emergency, but 
we look forward with misgivings to MANDATORY 
placement. American medicine will prove itself 
adequate to this unprecedented call if allowed to 
solve its own problems. Mandatory methods will 
increase confusion. 
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[An 
es Be Mees enavedectcaeveewes M 
oe ere Allegan 

rown, Lewis Freeman. .....--..eces 

ES, oi ee Wares 
OS A errr rrr M 
NS, ns oad dvicacescede eee Allegan 
Hamelink, | See ee ren Hamilton 
a nr Alpena 
Burkholder, Harry J.....cccccce Alpena 
Carpenter, Clarence A......... Onaway 
WT, MOWOTE Ricci ccscvecvevel Alpena 
pO OE I EE ere er ee cor M 
Ss err re ar M 
Peet, GPG Face cg cs ccnscetetves M 
rere rere er Hastings 
EE, TOE is ccciedcsawvenes Bay City 
PSS a reer rer Bay City 
ME FT . Bic ccanvexeeeteues Lansing 
Asline, J. Ms ga vee Geena ae waa M 
PE ly See Bay City (Ret.) 
Austin, Se Or Tawas City 
, ee Oe . Sere Bay City 
Ballard, Sylvester L.......... Bay City 
SS SS A eer Bay City 
OSS Sh See Bay City 
cS a rea Bay City 
Connelly, C. iF i anenae@ate kee Gia wee M 
OES i are Bay City 
EE Wivcescseuns se <hexwedunsia M 
BOOUTEO, WOME Bac ccccvces esses sus M 
Drummond, Fred .......... Kawkawlin 
Se aa Bay City 
OS a Ae eee Bay City 
Pe Dike dx eee ee seen Bay City 
eS ae Bay City 
RENN, Wie Bbvcccceccesseuceens M 
eee a eee Bay City 
SS A are Bay Cit 
Oe eer rey Standis 
MN eel cin cis wena sialatd on aisle N 
Hagelshaw, AD, A as Ae ee eae M 
Re. Biiieawds é<00% Benton Harbor 
Anderson, Bertha........... St. Joseph 
SS. Se Serre ere: M 
Belsley, Frank K....... Benton Harbor 
0 OSE SS eee ae St. Joseph 
Brown, oe Watervliet 
Brown. DT Su. + ooo nua nade kauaen M 
( | 3 eer Benton Harbor 
Cawenene, Br. Fon vccccs Benton Harbor 
Conybeare, R. C........ Benton Harbor 
TT eee M 
pS OO eee Berrien Springs 
SE We Bias on cie6.c dsc ena eeeee 
Emery, Sayeen pers St. Toseph 
Faber, Michael......... Benton Harbor 
Friedman, ee New Buffalo 
Gillette, Clarence H.........ccceel Niles 
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Allegan County 


Hudnutt, Orrin Dean........ Plainwell 
eS eee Allegan 
SSS Sees Martin 
pee eee Allegan 
MME, Rs Sisk cceia:wwaieedesnees Plainwell 
Ramseyer, ChaGwin B...6 2 cas Plainwell 
SS oe ee Otsego 


Alpena County 


RE IE = oid eceate e kcascoaim M 
PONE, PEM, Beiesn.ccecvansc ciecwes M 
NS Fs irae soe Kieldas piece tinioce cuoeuce M 
Ce Web aclnicwlasintireerneet Alpena 


Barry County 


Harkness, Robert B........... Hastings 
Me SI Con eicccckeess wea Hastings 
Lathrop, Clarence P.........- Hastings 
Letaanl, Stewart ...ccccccce Nashville 


Bay-Arenac-Iosco-Gladwin Counties 


NN OMEEE, eat aie Soe ele caver Whittemore 
meaty, Gaillard Bi... .0<cccccee Bay City 
a OEE aay ea Bay City 
Eeewser, Harold Fi... ...0ccc00 Bay City 
ecuwes, S. Praviklin. ..< 0 oss0cees M 
eee Bay City 
i = S 2 ee Bay City 
DE, Py NEN «6. < ooida och aces Abwieren M 
NIN Mi 5.04 & 0) as dr @saceih areas M 
RE I 6 cs 5 big bakn eGo dia OM Essexville 
ones, ihe I RE Bay City 
Ss) ea Bay City 
DEN I disse weiniension een Bay City 
Kessler, SS idenapasadintsie see Bay City 
eS a ere Bay Cig 
Knobloch, ree ee M 
Lane, eerie eenateetest eee M 
ee Sree M 
McDonnell, Walter R............0e- M 
Ce SS SS Bay City 
MacPhail, een rea M 
pO ey i eee M 
Miller, odie ccna aod M 
Mitton, Orland W.......... East Tawas 
Moore, George W............ Bay Citv 
oT  —= Se a eee tara M 


Berrien County 


ee eee 
ee rr Benton Harbor 
S| aaa eee Niles 
OS Niles 
Prem@ersem, Fred 2... 6.66 esccccvsc Niles 
Henderson, Robert .............. Niles 
Herring, Nathaniel A............. Niles 
(OS SS | eee re M 
ee enone ee. Viles 
King, SS See Benton Harbor 
(ge See eee are = I 
ok aso: wine ccoiwlekealeaataad Niles 
ee Benton Harbor 
Leva, SR Ges Seman M 
Ratesenm, Wm, ..-ciccccses Bridgman 
McDermott, ay ee St. Joseph 
Merritt, Charles W......... .St. Joseph 
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ol Me M 
ete, GW. Tho onci cs wcceeixceec Otsego 
SS, a eee Plainwell 
Van Der Kolk, Bert........... Hopkins 
Van Ness, J ila Naarsaasen ce Allegan 
Walker, Robert J... 0c cccces Saugatuck 
Manmetiet. B.S. x osicvcckccéniiccd Alpena 
Pers, VeRn  Woeecévecécccee Lachine 
Co SS: ee erce meneame 
(ee A eee ee ane. M 
Wienczewski, WMOGDANG fic000sseccce M 


Lund, - ag A. E........Middleville 


McIntyre pal erage tise: wibileeata ee 

Morris, yt aly | A Nashville 
Rees, Kendall B............... Dowling 
Wedel, Herbert S...........00+ Hastings 
UNM Dh Baie cae doh nl, yetiog M 
Pearson, Stanley M........sssccccss M 
wetming, Hey Coss cieccccesss Bay City 
INN Ca PUN oro gars ae M 
Riley, ee M 
Scrafford, Royston Earl....... Bay City 
Shafer, _ eee ee Pa M 
Sherman, | ih | See ae Bay City 
Slattery, "M. | a ee Bay City 
Smith, William Marshall...... Bay City 
Staley, ERE eo: Omer 
NS SS eee eer Bay City 
Stuart, ; “~ Seneeennannnes: Bay City 
Swantek, Charles M....Bay City (Ret) 
Tarter, Clyde PS ciasretce pa aerelee woreete M 
Timreck, Ss ae eee M 
Urmston,  Y eee Bay City 
Warren, __ ee er ere Bay City 
Weed John a? East Tome (Ret.) 
WH, B Wieciiacviwecceciees Bay City 
Wilson, Thomas G........... Bay City 
J Se a eS Bay City 
Wweoeanurne, TE. Bi... 5. cecceses coed 

Zaremba, Aloysius J.......... Bay City 
SG Se eae os oe kw pcre Bay City 
(0 a OA eee Berrien Springs 
mastemell, Carl A. ....... Benton Harbor 
Ozeran, Charles J....... Benton Harbor 
Pritchard, H. M.... eee eee eee ee Niles 
en a nmnannndees M 
Rett, Gerald. ..6..esees Benton Harbor 
Mucnmond, BD. Ma... cccccces St. Joseph 
Math, J. Geieweld....<.ccsccocccss:: M 
Ag” Sg egumeene Berrien Springs 
ee ee errr 

. , See Benton Harbor 
oe a eee M 
Thorup, Don W........ Benton Harbor 
ee, TUE Gn. cocmwnnceoss Niles 
Westervelt, H. C........ Benton Harbor 
WON, To Gok es sancceces St. Joseph 
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eet eet ed eet eet et rt OC 





Redrews, Prank A..ssccccces Coldwater 
TENSE 2. ERE meee Coldwater 
RO Mics. de: c.4:sigicin ec een Bronson 
OS SE Sener Coldwater 
OE Pere ee re M 
Oe Oe, ere Coldwater 
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Capron, Manley | rrr ee M 
ee a eer Marshall 
eS ee M 
OSS Se Seer Battle Creek 
ES Re err hr M 
Curry, , <a . ag REE aRtat. M 
ES, Se eae Burlington 
ena Ce Se Battle Creek 
ine Wades, Waiter B.... ..cscccccscnes ./M. 
M Fairbanks, Stephen ............ Albion 
-M ee Ar nee M 
-M ER PRGRRERREEER ER TOI M 
Prank, Dawid ba... scceses Battle Creek 
Oo a eer Battle Creek 
SS eer Athens 
Gething, Joseph W........ Battle Creek 
eS) err Battle Creek 
Gorsline, Clarence S...... Battle Creek 
lle en ee Ae reese -M 
M Hafford, Alpheus T........+.2s0+ Albion 
le Hansen, , rere Battle Creek 
* GH, DENOOEN Cooks cnc cavsns sues M 
= Haughey, 2 re Battle Creek 
Bs Heald, Ore rn. Battle Creek 
Herzer, a. Serre eee Albion 
Hills, er Wink cuarscrcnee Battle Creek 
M 
M 
ty St Saari rer ae Marcellus 
M SE Dieticians 44hs rane M 
M Cunningnam, ©. M....... 00. Cassopolis 
ty Greene, George Eh Dowagiac 
MI ee ree ee M 
y 
y 
y 
r 
y 
y 
} Bandy, Festus C....... Sault Ste. Marie 
MO NES Onc. 5 pngea nee a eneees M 
: isles, Wii 4h... <n 050000+00000ae M 
= se Seer een te M 
) Conrad, George A.....Sault Ste. Marie 
y Cornell, Eliphalet A...Sault Ste. Marie 
/ WOWOR, TIORGNE ioc cs se ccwervecewes M 
DAUR, Wl icsascch ownsdccts St. Ignace 
Bennett, George W............-. Elsie 
COG, TMG. sccicaetseaceks Westphalia 
Riliott, Birnte Mi. .....<cscscccsess Ovid 
Woo, Chasles Wyck cesses ccees St. Johns 
a a er Powers 
ee SSE: Escanaba 
Boyce, 1k ihe asap Escanaba 
Brenner, Ervine | Sore reer as M 
a ee a Seen Escanaba 
Chenoweth, Se Escanaba 
lausen, CTE. ons snkanuadanne M 
Defnet, Harry John.......... Escanaba 
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Branch County, 


i ee IS Ser reer eee M 
RNS HEME 0) 5:5000:5.0 sare sisioee siete M 
Ser err ore Jackson 
|. 3. eee Coldwater 
i 3 eee Union City 
Olmstead, MONE Bai 6 <.e cots keene M 
SS A re Bronson 


Calhoun County 


Holes, Jesse J............- Battle Creek 
Reet Gone csvcccvns Battle Creek 
Howard, reer Battle Creek 
CS eS arr M 
Humphrey, Archie E.......... Marshall 
Humphrey, CD ee er M 
pe oS ere Battle Creek 
fespersam Lydia ......... Battle Creek 
NN Ee ana 6-4.6-o cena nina eee arorere M 
pe ae | ee eee M. 
ee RS err Albion 
eee: ae Battle Creek 
ees erry M 
OS eS eee re M 
Kolvoord, Theodore ...... Battle Creek 
LaPrance,. Mh. Prancis. ... +. .:0%:2 0600's M 
Langen, Charles C....6050 Battle Creek 
eS err M 
a & See Battle Creek 
SS eee Battle Creek 
Di, TINUE, oo. 6:00.5.0-0:0 vise me sees M 
OE en M 
MacGregor, Archibald E...Battle Creek 
Manni, Lawrence C........ Battle Creek 
Mermerete: B. Gace cicccacees M a 
pS Se See re re 

SS. * eee Battle Crock 
SS e. Se Battle Creek 
Morrisom, Donald B..... 0.0 sc0¢2eseess M 
Meoesnier, Bertha ......0.000< Battle Creek 
NE. BE. Bs 6.0:0-0:0:sp0.cdercaeswd M 
(Mustard, Russell ......... Battle Creek 
Norman, Estella G......... Battle es 
pe =» Ore 

PaeTae, BEEE 6066 be beedecwcswwns M 


Cass County 


a a Sree Cassopolis 
EMGEE, GHOSE ooeie ccsewnees Dowagiac 
Loupee, _ ae Dowagiac 
aS. Se aa Dowagiac 
Myers, Cirattes Ol. ...o6:0.000:9:0:% Dowagiac 


Chippewa-Mackinac Counties 


Ree, Mn) Wha ok a ioic'se oe nts-wmrewrcomete M 
Hagele, Marie A......Sault Ste. Marie 
pO Se eer eee M 
Harrington, H. M.....Sault Ste. Marie 


Littlejohn, David re Ste. Marie 
McBryde, Lyman M...Sault Ste. Marie 
Mertaugh, W. F M 
Moloney, F. J........Sault Ste. Marie 


ee er 


Clinton County 


Peano: Ge Tank cccicwcewsens St. Johns 
PO: SNEED Es a0 cos cnaaemneseewenen M 
momtweren, A. C.....ccccscccec Jee 
Be, BOND: Boi k ckiwcc ews vem St. Johns 


Delta County 


Se ae See ee Gladstone 
Frenn, N: | Ee ee Bark River 
IN i609 o's iio. 0-9 1dse x rechay aie M 
Groos, Quinten Harold....... Escanaba 
Gross, errr Escanaba 
oo ee ee Gladstone 
oS Se ane 
PUNE WOU. Biis. 650 6 ¥06i0G0450. 095540 


ee errr Coldwater 
NN SE Ec. oss ae iereinit wuiatenrsen en M 
a ee ree M 
Thomas, OMNES aceracaie'ecesgicie s Sele Coldwater 
pc Ra eee Coldwater 
Walton, Be. Wee Senate bama ere eer Quincy 
W eidner, Wg Ea Nineaen vic ieaeeeee M 
oh i , ee Battle Creek 
Ra 5:6. 6. 0.o.0 0 wa eensioreig Climax 
Pe eer Marshall 
Rorick, Wilma Weeks..... Battle Creek 
Rosenfeld, Joseph E....... Battle Creek 
a eee Battle Creek 
OE ar M 
Schelm, George W......... Battle Creek 
Selmon, Bertha L......... Battle Creek 
SS eS earn te Albion 
Shipp, Leland P........+- Battle Creek 
Siblisky, he Battle Creek 
are M 
Slagle, George See te nt a 
Sleight, eS | Snr 

Sleight, Raymond D....... Battle Creek 
a i a, a ree semen = 
Stadle, ME RE 505i. aeneteloeee 

Stietel, Richard ....es00.. Battle Crock 
Tannenholz ~/. sien Battle Creek 
a aS 2 rrr. M 
‘Toms, BOM Byc.écsscs Battle Creek 
Thompson, Oliver E....... Battle Creek 
jp a, a ee 8 Battle Creek 
Van Camp, Eligah......-...00 Battle Creek 
Vander Voort, W. V...... Battle Creek 
Warmer, BRO Focicvicceces Moline, Ill. 
TE, into canceasvs Battle Creek 
Walters, Royal W.....20 Battle Creek 
i ee ae M 
Wenee.. Catt Gi vciccccdcicis Battle Creek 
Whyte, Brice. occcccccvcce Battle Creek 
Winslow, Rollin C....... Battle Creek 
Winslow, Sherwood B..... Battle Creek 
Zindler, George A......... Battle Creek 
BO, TREE. Sins é<iac aw areas aweeweesiees M 
Newsome, Otte Byisicicccs 006.0% Dowagiac 
Pierce, Kenneth C... ..0.206s0 Dowagiac 
BNE EEE isd a0 0 55.4: 00re wee ene M 
a : er Cassopolis 
OEE. Ws. Wi v.csecncesecnss Cassopolis 
Montgomery, B. T.....Sault Ste. Marie 
"2 Se See Sault Ste. Marie 
Scott, D. F........+...-Sawt Ste. Mane 
Vegors, Stanley H..... Sault Ste. Marie 
Wane, Teme J. 5 .svcasiceunee vse M 
Weems, B. Be. cceccc Sault Ste. ‘Marie 
‘Ce eee Sault Ste. Marie 
Wood, Neal Bl... oc 00 Mackinac Island 
Vale, I. Vi o.csccce. Sle Ste. Marie 
ee a ec St. Johns 
McWilliams, W. B.......Maple Rapids 
ee ee eee M 
SS SO Sea Fowler 
Wahl, George Edward...........00- M 
EE eS ere a Manistique 
a a Escanaba 
McInerney, a Biss iss -a-eseumpaiea 

Lo ae OO ae Gladstone 
Mitchell, ree Gladstone 
Se aaa Escanaba 
See, GORE An. ec cccccssec Manistique 
ii. a et Sr aerey Escanaba 
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Brown, B. PRD... 2s 0 0200s 1 
Burdick, Austin F....... Grand Ledge 
Carothers, Daniel J.......... 


Pa et a Se Crystal Falls 
Alexander, W. H....... Iron Mountain 
Anderson, E. B......... Iron Mountain 
Boyce, George H........ Iron Mountain 
Browning, James L................. M 
Fiedling, William ............ Norway 
Fredrickson, Geron ..... Iron Mountain 
, es, re Bellevue 


eeeeeeel 


eeeeee oll 


Se aeeeeaeetaar Olivet 
CEES ed hie Sa Diars we oe Se pe M 
eS tee Charlotte 
Hargrave, Don V......... Eaton Rapids 
Fe er ee M 
Ye ckes. te, SE Ree eee 
mmthony, George En... oo ccc ccacccos M 
Bahlman, Gordon H.............. Flint 
(OP RRerirraore Flint 
Bald, Frederick W................ - I 
Barbour, Fleming A.............. Flint 
Baske, Franklin W............... Flint 
A Si See ees J 
lt 3 RR AAR Rana Flint 
Bernstein, Eli Meccccscreresseses geal 
SON IM. a. ecb ck wins oe cccudke Flint 
Sy Oh Mieas600s-encuvwanceatee Flint 
1 Ee SE eR Ree rs Flint 
a | een Flint 
Ms WOM Bang vvikcdinoucucwcnc Flint 
| nn, ny , : REET OE ORE De: Flint 
Bradley, Robert we erecceceteee cots a ll 
Brain, er MEM ie acai wy bias agra one aru Flint 
‘nt, SRR Ra: M 
eS i ara ane Flint 
a Sp SG Reer eters: Flint 
Og eRe en: M 
Buchanan, W. Fremont......... Fenton 
SS Se eter erente £ Flint 
MN, ON ie on vc vo de isvce ccc Flint 
Burnside, Howard B................ M 
Chambers, Myrton S............. Flint 
Se. ee CNSR: Flint 
Charters, John H............... Fenton 
Ren, BUOOG Fhe. ecccccctccns Flint 
Oe SS eae Flint 
YA etic: 
poate th te SOS tie Flint 
I ga ed ae M 
Se AR RRs. Flint 
lon EMER: Flint 
tp et FER ES Gaines 
Meee, Matter Coo. eccccc conse ks Flint 
Siete: Flint 
A een Gare: Flint 
Mg Es SIC ee eo hic ccceaci< e Flint 
CS a ee Flint 
ee Sea ae Davison 
I Me Oh iusnierane cobs ceeccun Flint 
Te in ses uihwakewauueuaaal Flint 
ce, Rats M 
NS I Ms vn cickdncvateccean Clio 
Eichhorn, Ernest ................ Flint 
Eickhorst, Thomas N................ M 
Ss  eaeeeiee New York City 
SA! Be? Wien vineetansaoc ace Flint 
SM Ma seuaw cddreveubccd ie M 
Re hace edosackin, 3 oo M 
A SR Rael teenie tnt toe: M 
Nk Retiree: Flint 
RE iedccickecemeiewscicc M 
St Seieraeeaesbo ey M 
Gleason, N. Arthur..........0 0... Flint 
Goering, George R............°7° Flint 
| SE  Sepeeentetorss Flint 
COM, Bev vvccccnkcel cc, Flint 
Anderson, Charles E.......... Bessemer 
> & -apeneeesega:. Ironwood 
a SRR aneea Ironwood 
. a at epee secs: Ironwood 
Sem, DEMO oo occ cccccs cess, ,.t 
Hendrickson, A. O........ Ironwood 
MS FOOD ovis cwcica’d cc ecan Ironwood 
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Dickinson-Iron Counties 


Gloss, Kenneth E................... M 
SS i ee eae: M 
oe Sate Sagola 
waurom, W. H......<.-s Iron Mountain 
_ UN res Iron River 
Kofmehl, William J......... Stambaugh 
Bewie, De A. oo cose ecccncs Iron River 


Eaton County 


A a) Charlotte 
Huyck, Stanhope Pier.............. M 
eS M 
McLaughlin, C. L. D.....Vermontville 
Beoyer, E. Allen. .......<...; Charlotte 
Myers, Albert W............ Potterville 
Paine, E. Madison....... Traverse City 
i a a | eee Grand Ledge 


Genesee County 


eee M 
Graham, Hugh W.......... Mt. ‘Morris 
6 ARR ete M 
CCIE Wocuuck<ekaeuscici cio Flint 
ME Mieke eecuvnwaauscaancd Flint 
eR aR years co: M 
MIEN Wr eeiadivwbue ecacuns Flint 
i SeGoeeeeteempenns: Flint 
a he Sen Grand Blanc 
Md a4 nc dinn kg te M 
Halliena. EE SER a Flint 
Hamady, Ruth B................. Flint 
meet, FOeO We... cc ccccces...., Flint 
SL When stdin eee aees cacon Flint 
, TE kn ooo cccncsese.. Flint 
SN EN hina noe vcneesecccns Flint 
Hawkins, James E........//777. Flint 
I I ae cg ge cee M 
Ea RR REAR ati het bs M 
Houston, James ......... Swartz Creek 
eatemerG, Wan, B..... 0.6... ceceses. M 
Hufton, Wilfred L........... 00. Flint 
Jefferson, Harry................ Flint 
sm a. Seen Flint 
ohnson, Frank D.................. M 
PIII 6 Satis mane x boas. Flint 
SE, MOOI vine wcinncesccnccescs M 
Kaufman, Lewis D................° M 
Nl I icia's 4S einen ge os ee Flint 
momen OO. Skee Fenton (Ret.) 
ee aE SS Ret. Flint 
St ae Sepp begets: Flint 
a, i SRR eure: M 
Lavin, Kathryn R............. Flint 
SD Sper Rrepeeeiiaean: Flint 
Livesay, Jackson E.............°° Flint 
Tso ckewsinceeessct Flushing 
a  Seaeete ee, Flint 
MacGregor, D. M................ Flint 
MacGregor, James C.......0777. Flint 
MacGregor, R. W................ Flint 
Macksood, Joseph ............... Flint 
Th iho sce <e.as xaccs Flint 
Marshall, William H...........°° Flint 
i  Peeeiiesisees: Flint 
Matthewson, Guy C.............°° Flint 
I aio v'tncnvuten cca Flint 
5 RRR CR tic M 
McGarry, Burton G.......... 0.) Fenton 
TS  peprteiten Flint 
menemne, © W.....2.........., Flint 
maser, Eawin B.................. Flint 
Miller, Loren Eugene............... M 
Miltick, Anthony J............... Flint 
Miner, Frederick B.............7: Flint 
BN, BOD Wen osc veces... Flint 
Moore, Kenneth B............. °° Flint 
I ee Flint 
i AR Pebeeeptetentes: Flint 
Mosier, Edward C............. Otisville 
A SR eRe, Flint 
WO, PO Bic ovicsivecer.... 5. Flint 
Gogebic County 

Réeherthal, Me. J....5.ccccccs Ironwood 
Lieberthal, Paul ............. Ironwood 
Maccani, Wm. L............. Ironwood 
Maloney, F. G. H............ Ironwood 
he i a ARR Rees: Ramsey 
ihe a a: Ironwood 
Pungo, € €)...665:.....-. Ironwood 





McEachran, Hugh D..........._. .M 
Menzies, Clifford........ Iron Mountain 
conc -yy Ng, se e M 
Smith, Donald R........ Iron Mountain 
White, Robert E.......:.... Stambaugh 
Witkow, Alexander..... Iron Mountain 


uick, Phil H 


hed oS ee ( livet 
at a ae Charlotte (Ret. ) 
Sassaman, F, W.............. Charlotte 
UT Beri eknee seesucncwesac lt 
Sevener, Lester G............ Charlotte 
Stanka, Andrew G........ Grand Ledge 
weuemy, Gee, C............... Charlotte 
ween, ©. A... kt, Eaton Rapids 
EF Pe Ee sasiennkcenssic M 
Lag ree Deckerville 
Orr, | aii Flint 
A Sete gen: Flint 
WO BM, cece -Mt. Morris 
SE UE Dai iikicwincwedaac.. Flint 
BN, bic icicceaeaccc,.. Flint 
... . 4%, -Sepppgponeitedonse Flint 
IN ii icacuicn ac. Flint 
eoder, Frank E................. Flint 
—- wae @............... Goodrich 
meee, GN... ............. Flint 
I Dincicisaceaesc...c Flint 
ih, ARR reread: Flint 
Rieth, George F............ 000° M 
meeers, Peed A............° Flint 
owely, James A.............._. Flint 
Rummell, Robert J...........° 77" Flint 
Rundles, Walter Z.....000000 00} 
Loess a i ROR Fenton 
IG incited ceuaces<... 1 
Scavarda, Charles : FOES Ce | M 
EY Ge bh niisckacnc.. — 
NE cise atasinncanca cn . Flint 
a ME eeneeeisegteiub: Flint 
Sleeman, Blythe R........... °°" Linden 
Sheeran, Daniel H.....././//°'' * Flint 
Shipman, Charles W......°° °°’ Flint 
ante eeemi a Flint 
ec M 
Sniderman, Benjamin |... //))° 7°" *' M 
snyder, Charles E.................° M 
Sorkin, S. eee ee tes 
I M 
Stephenson, Robert A......... 0... Flint 
sevensen, W. W................ Flint 
 Seepeeeentiaags: Flint 
I Me Flint 
Sutherland, James K..........."° Flint 
~utten, Geerge.................. Flint 
=  eeneeeenanten: Flint 
Thompson, Alvin ..............! Flint 
Tofteland, Elmer H................. N 
a A Ae Flint 
wees. CG. We ................ Flint 
an Gorder, George................ M 
.. St SS eeeeeneenesens: M 
_ Sa Spe eeieeaeeiens ~ 
EMI, Wee nc, a Howell 
a A eee eeetets Flint 
Lo A See eine rene aes Flint 
. —% “| Seeeieaaeieeente A 
Weinte, Merbect .......<....:.0..... Flint 
le Se eee nnasianie Clio 
Weemrameeg, WW. Gc. oc... ss. e. Flint 
Willoughby, G. i a Wa ni ahi w ie 
uci Se ene Flint 
Lt Si a ena etal areas: Flint 
Wilson, Wm. K........... Grand Blane 
Winchester, Walter H............ Flint 
Woughter, Harold W.............. ..M 
WE Oe is oracoard occ d ven Flint 
le GE ec ivecivcesvces Montrose 
WMS We eeiahcie 5 hare hen oueios Flint 
en ae eee M 
Lo a A eee Ironwood 
Stevens, Charles E........... Tronwood 
Tew, Wm. Ellwood.......... Bessemer 
_  & & SS eARARS W akefield 
oo Se a eae: Ironwood 
WEEE We Dicsceslnooceascces Ironwoo 


Jour. MSMS 










et SRI Oi 


.-«a-= 


nse ae ee fete tee 










-M 
tain 
_M 
tain 


ugh 
tain 


vet 
et.) 
tte 


ste 
ge 
tte 
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ee 








Baumann, Milton C........cccccces M 
SS be Suttons Bay 
a See eee Kingsley 
Meaewrnsote, TemOete WE, o.. o< nice eecciaiercraic M 
ee 3. eae Traverse City 
Se Sea Honor 
Silis. Claude I........... Suttons Bay 
Gauntiett, F. Wee. s000% Traverse City 
Goodrich, Dwight ........ Traverse City 
ES Ae Se Traverse City 
Se ree ee M 
Huston, Russell R.......... Elk Rapids 
Hyslop, Wm. T.......... Traverse City 
Jerome, Jerome T........ Traverse City 
Aldrich, sens Be ete eedesen Ithaca 
eS ae re M 
Barstow, Wm. Ke ee Sere St. Louis 
Baskerville, C. M......... Mt. Pleasant 
eekes, BEyTem Gi....ccccececcs Edmore 
SN SS ae Ithaca 
= i ae Mt. Pleasant 
Se Ar ae Ithaca 
eS A eer err Alma 
Pe MINE Meo cccwicclee Kae vekoewne M 
RY ce an usie anal ace eced wala eee M 
Drake, Wilkie M.......... Breckenridge 
MR Moccia arg aleve cia kinl eee eree Alma 
MRE Wo Mics c.esy exis ¥e.e elem Pittsford 
ee Sy eer Hillsdale 
SES Allen 
MNES Wl UE wo.ssd/aiseverese's ‘Montgomery 
eR .,. Serre Jonesville 
Se err Hillsdale 
pS a errs cr Jonesville 
BU ER cry, Graces unin s'evere- nant Hillsdale 
Berens, Faenes ©5656 cs enwees Calumet 
DS See M 
PENCE, Miers dunes eve.sis meres Houghton 
Aldrich, Addison D.......... Houghton 
PEC EOGRNEE acics sivasiaiceswannen M 
Bearland,, POW: Diyo.c.+6:2 00.00% Calumet 
Brewington, George F......... Mohawk 
ee a re Painesdale 
ONE Ek: SRs cise can oes wee Hancock 
Reet: WE. BR. Back hae aroouaee Calumet 
ee A 2 eee Beacon Hill 
NOME, Wis Woaikclcc els me cateteres Hancock 
Mette! ae Boivsc osc cic owscccues Kinde 
Henderson, ¥.. Mabon. 5.254 Sebewaing 
Herrington, eS eee Bad Axe 
Herrington, Willet J.......... Bad Axe 
Albert, i 2 ee ee Leslie 
Atkinson, Everett H........ E. Lansing 
ORO Oe BR oa enc cecalunt sivesuw ere Mason 
Ba rtholomew, DO eee 

» Sosreyna tani aie oes Harbor Beach (Ret.) 
Baner, Thes@ive fi. ...+66006 00 Lansing 
Behen, eee Lansing 
Retlinget:, We. Means. 1c.<0-0:3-4S6uis Lansing 
Black, Charles E.......... Williamston 
BI ick, Gertrude .......... Williamston 
Bra SEE WE ass ei acecsewe wows Lansing 
Breakey, Raper , RS Lansing 
i | are ate a a M 
Brubaker, Pari Serres er. Lansing 
Bruchet, Be Boe esscscconcn Lansing 
Br 7 Se  . Seeeerry E. Lansing 
Burhane, Momect A... s.<.<c0.0%'s 00s0e os M 
C merem, 2 See eee ore Lansing 
ROP mes Waits oarsa sea ee Lansing 
pe a ee ee ee eee Lansing 
Clark, “Wemeet. Bocce ciescks coesicoure 
CUDON, WEEE vecccosnesneumeseee M 
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Grand Traverse-Leelanau-Benzie Counties 


a Ae Ser Elk Bagi 
Sl UC—=Ee eee re rr 

SS ae Traverse City 
RN EE Bivc, 6.6:0:00 4 00-50 @ eroures M 
Oe SS Ses ener M 
ES ee Traverse City 
CS SS) re Cedar 
i a See Traverse City 
Osterlin, 7 er Traverse City 
Rinear, = SRG See Traverse City 
smecte, EK. PRIMNG.. 2.0062 Traverse City 
Sladek, a ae Traverse City 
Stone, Pordyoe ........ ce ccsssews Beulah 
Swanton, _ Ses el Traverse City 


Gratiot-Isabella-Clare Counties 


a A ee ere es M 
Hall, B. ilata eros uieeicis sits + aac ae Pompeii 
Hammerberg, MON oss cakumeoes M 
Harrigan, Wm. L......... Mt. Pleasant 
NN, TUNII: Wlin 6:0 ns: 6c: 40.0 «0:0 Siplewtatel 

SS SS aaa St. Louis 
Howe, Leslie A...«..+ +00 Breckenridge 
Hyslop, ES SS eee Mt. Pleasant 
oS | eer rere Ithaca 
oS a eer. Alma 
McArthur, SINE Has Scuia-s-4/orereare Clare 
i Rees ee eee M 
PN Ss. He cciiais ke uwcdtonwieoeaty M 


Hillsdale County 


PEM. Js. Deacivisinxcoiese aes Hillsdale 
Hanke, George B.......000.cccee Ransom 
NE See cer Reading 
Peaees, Teeny Bo. sstcccsas — 
pS OS SS) ee err 

ON i See ee ‘i 
ae Hillsdale 
Martindale, |S a renee are Hillsdale 


Houghton-Baraga-Keweenaw Counties 


ONE. 6\c-0o we diaeseedeaeew M 
MEM, “WES, Wika aise 6:50:55 306 0e0:8 Ahmeek 
Kirton, Joseph i | Seer Calumet 
Kolb, Be . ci aprenansrowuamcilen M 
LaBine, poe Sieve aces eraser Houghton 
BaeGSis OEE Kio view icio-0 vweses Houghton 
MacQueen, Donald K......... Laurium 
DS. Ws Piswisisticces sae Lake Linden 
‘Maranall, Prank F.... 000.00 cvcese L’ Anse 
McClure, Robert James........ Calumet 
oe Se er en ee x 
CNeck, JANOS Bie cc. sees essen Laurium 


Huron County 


a a rare Ubly 
Monroe, Duncan 4 Riciatovaaresessoaa rede Elkton 
a. 3 er Bad Axe 
Ne ke | Ae ee Harbor Beach 


Ne Rc, Min cavece: tb uie.o-ai dieeialemeions Lansing 
OS a eer re Lansing 
Corneliuson, Goldie B......... Lansing 
oe SS re Mason 
eS SS SS ae Chicago, IIl. 
je er er Lansing 
Pe OE, ove we n.ccseu pees Mason 
Davenport, Re re —_ 
ee errr re ee Lans 

OS a ree WwW dkareilie 
Eg, Bisa. cin 'e-6eecaiwoweod Lansing 
Oe errr M 
Sees _ ee Lansing 
Drolet, OE S| eae M 
Po ere Lansing 
DCIS, TAP ENCE 2... cc ec csc ccwmeess M 
SS SE ae rr Lansing 
Dunn, Tt Saeco Lansing 
oS ere Lansing 
NE kc a6 sce e we wiene Lansing 
Feeney, Kenneth J.......0.0000% Lansing 
yg ee ee errr Lansing 
PI, See NWA b.0 408 Ses cuccouaeanee ™M 


Sate, F. Mais.d55.3.05460% Traverse City 
Theewet, Beeb Biz....<<6.5<00 Frankfort 
ll eee Traverse City 
“EROMISON, 2. Woe sis:s00:0: Traverse City 
Trautman, Frederick B..........5.0000 M 
Wan ttt: Bo. Ticks scnsnse Frankfort 
Do eR Oe ee eee M 
i. oe: ree Traverse City 
Wilcox, Pattl Ton... ces Traverse City 
ck a a Caer Benzonia 
Willoughby, Frances Lois. Traverse Cit 
SS ee eae N 
PATIACTONS: Fe RRs. 5. arecernasce-<inis oagteals M 
Cy ee | ee Blanchard 
ey SS ern se Lake 
Rottschafer, |) rr rey M 
eS i Tere lare 
2 A Aa Mt. Pleasant 
~ eeeee Vestaburg 
SAE eee ee M 
Strange, Russell H....... Mt. Pleasant 
Waeronet, TR. faiicic cicewc suse St. Louis 
be a Se Seer er ere Alma 
Wilson. (ee Harrison 
i eS ae M 
Wood, Oe Sere seca M 
SR. Won. os 60.0 0 ig se weowneeen M 
Miller, "Harry Reaches craig aceuereuersie Hillsdale 
Sl Se RRS R ERRORS: Hillsdale 
Poppen, Ree a ciauaraicsisierereeateeahs Readin 
IU Me ios Sci soire: bse cr areicoreieoowaiaveiers 
Sawyer, GE, WE oie see ine vce ee seeell (IM 
Oe ae rere Jerome 
NOE GI WE ec icine Sr ok neo See is M 
RS FE Eg orcs cree wee emimcion Calumet 
ee ee a a ee M 
a ee Se ee Hancock 
eS ee eee Houghton 
Sloan, P. S..........--.s00- Houghton 
ee a | Houghton 
SS EE . Si. See ererrere Hancock 
ee een) Houghton 
Stewart, Le. Painesdale 
BE ok 6.005060 0 Seb eee M 
Se SS ere - Nahma 
bo) SS a Sree Calumet 
Wruiet, EIGNGy Fo6 oc ce ccswae sci L’ Anse 
BRINE, FOR ocd: vance Sebewaing 
Se re ere Pigeon 


Thumme, Harrison F........Sebewaing * 


Folkers, Leonard M........ E. Lansing 
FORCE, WE OW aioe ose scweins Lansing 
PO Be Ee oi air sis.oseesne noes Lansing 
French, IS Bio ininia'e aon sis re a Lansing 
Galbrawth, Dugsid <A... ......65+ Lansing 
Gardner, a Lansin 
Gibson,  < Seep SRG 2 

Goldner, __ Sd eee enn M 
Cenmernen, G. Oh 6 o.6:<:0:6-6:8.00s0 Lansing 
je Perr M 
pe ES Lansing 
ec a rc ea M 
IE kinds: ees cisic seca ere M 
a A ee ees Lansing 
Se are ere Lansing 
ee OS er ern Lansing 
ee See Lansing 
po a. See re Lansing 
ase eter es M 
TE SG, WociisGiswics sb ewe sie Lansing 
PS ee ere ees ee M 
Proawes, WERNER Pe oe ccscsecsezeess M 


Holland, Charlies P......... E. Lansing 
ee ere Lansing 
Hughes, ster ge Re vicccivoupaiens 
Huntley, pase = Leth aatdes Daweay Lansing 
Re. Mer Weave ete veccecewet Lansing 
Johnson, 4y Ditusenes ouneun eneees M 
eg OS ee Lansing 
NS ee Lansing 
Kalmbach, - | ee re Lansing 
=, a) Sa eer ee Lansing 
Kelly, Willian Pees en M 
PE, SE BOs csiccccesenas Lansing 
, CNUNEe Bicvitccsceseses Lansing 
My ES Geretesardetececenseus Leslie 
PS SS eee ee ee ee M 
Raepraeet, B. Ba. cccccceces Williamston 
Se Seer rer eee 
Ley, Re a a gee 
Dt, DOO Book scsleeweees Lansing 
Ei I ES Ee er Lansing 
Ludlum, OY Aa ee eee Lansing 
Markuson, Kenneth E......... Lansing 
ne ree Lansing 
McConnell, E. G....... Lansing (Ret.) 
mew erere, Ci ROG. «cccccves E. Lansing 
ee” |) ae Grand Lodge 
pe SS eS Lansing 
McElmurry, Leland Wivc<sadthen Lansing 
ee ee Perry 
McGillicuddy, Meee Whe cssccuceevs M 
pO a Sree eer ree M 
I Be. csv iwee ieee M 
OT ee eee Greenville 
ae a eee rrr Greenville 
MIMS, Ta Bec ccsicccocseccs steean 
DN, Els ak 60 sWs oe aewnesen Trufant 
RP, BOONE Boik snsscdeessamnnns M 
TG. FT. . Wescc i0sdeaous Carson City 
DUR eRe tcersdenneae eee Pewamo 
a ere Portland 
OE EM, ie kk awe aos alecne Carson City 
Ne eS eee Greenville 
Beeeeee, ROMO Fin ckcccccen Northville 
NIN IOI, Oo alg ai agi Jackson 
pO SS Sr M 
eee re Jackson 
SONNE, Wee ie wicccccccccass Jackson 
CS. ea ee er er re ee M 
ET a See en per Parma 
SO ere ere Jackson 
OS SS S&S Pee eee M 
) OS a ey ee Stockbridge 
Seer ackson 
NN Dlg sacs uceleesd mower ackson 
oe Se re Jackson 
SS S| eee rr | ao 
oS i ar eer: ackson 
Cochrane, Wayne A........... Tackson 
Coors, Bande MM... .csscses — 
RSE ere er Jackson 
es NN 5 os srs ne aie eel Jackson 
ep oO eee Jackson 
CONN, BOE Bes c ccncccssrceveees M 
Culver, Guy D.............Stockbridge 
EE. Gy.. Dinas ceacedeccedeaus Jackson 
SE a re ree Jackson 
Edmunds, J. M........ a ee meare Gomes M 
ON 4 eee Jackson 
PI, WHOM? Enc ssccvecceves Jackson 
OS A ree er M 
i... i Saree Grass Lake 
i A: 2 eee Re: Tackson 
SS tee eee Jackson 
SL. OM, Mi wcdues caus eweaweceuse (‘M 
Greenbaum, Harry... ccc scecccccese M 
OS Se eS ee Tackson 
Feamtt, Cyril F.. cc ccccssees  OREmgpOrt 
Ce eee ee ee M 
pO es | Se Kalamazoo 
DOS SS SS ee Kalamazoo 
Andrews, SHErmMan... ... .ccccccvccce M 
Armstrong, Robert J........ Kalamazoo 
Banner, Lawrence R....... Kalamazoo 
Barnebee. J. W.........--- Kalamazoo 
Barrett, F. Elizabeth....... Kalamazoo 
EN eee Galesburg 
Bennett, Charles L......... Kalamazoo 
Te ee a ene M 
NS i eee Kalamazoo 
NE WE, On ecxeavesast Kalamazoo 
384 
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eS a = rrr Lansing 
McNamara, William E.......... Lansing 
Der eereee, B Gisicoee evens Champion 
Serre ee ee N 
ee A eee M 
DG, BOM Dies ackcvewcccewes Lansing 
PS My i and ces ecmeaaeaie’ Lansing 
DE Cie. Wa vesrdevsecenenes Lansing 
a eee M 
Ds Be Wns ce eeesndcscoeunean Lansing 
O’Sallivan, Gertrude ...6.-<s00 Mason 
, Bie lee ckschsdoveheoes Lansing 
PR, Ey Mervicessawcveeod Lansing 
IS Tit aig ed o'stoa ayo ee aoe Mason 
SE I es alae macececw ane phe M 
RE MR oaks stele abalerds saan Lansing 
Randall, Wed. scial ni aaa oc hed Lansing 
MONEE, DUOOR Lacicccecccecues Lansing 
Se SS ee eee M 
NR My ig wie dwgismo-cemees Okemos 
ee Lansing 
ee a eB eee eer M 
Rozan, J. > creer aaa acne abana: aitaaianra Lansing 
ee ee a ee ee { 
Russell, Claude | SP re Lansing (Ret) 
Sander. TEND UF visa S60 Sav ea 

Sanford, Thomas M............ pe tas 
Seger, = | ers ee: Lansing 
ON ere Lansing 
OS el See ere Lansing 
Sherman, George A...... East Lansing 


SEN, DUNNE Mics os srecedekaaanes Saranac 
ee ane Lake Odessa 
BU, Wa, Bikeaew rus cae hewrnce wd Ionia 
TOR, OU. Bo iis caccescesenaioe Tonia 
MEME, Ba. is a ccceb nee saeeen Lakeview 
SS. A Serre etre 
7 a a eee Stanton 
/ OO S.A Se eres Ae onia 
OE) re See M 
McCann, SS) eee ere Tonia. 
Mintz, Morris “ SE emer ae tere M 
Metres, Wi. Wises ccvcccéces Portland 


Jackson County 


a Ay SREP er ee es eee ne eee a M 
TS IE, ee eee ey, —— 
ee ae ackson 
oS eee ee Jackson 
[a ene Jackson 
SE SOME Wienges Obcecnscs weevteees M 
2 See Jackson 
Hurley, Mrs Gan Os nee maaree Jackson 
Keefer, _ Re ree Concord 
SSS aaa eee Jackson 
eS ee eran rens M 
RMON, WE Wicecosseveeniess Jackson 
RM WURO, TORRE When. cccccciccoaccsis M 
Leahy, *, _ Ee een Jackson 
Oe a eer ee erste M 
Leonard, ra “St See Jackson 
ee a eae ore Tackson 
Lojacono, re Jackson 
eS ee 2) Sree M 
ee. i J rr Jackson 
ee a a See Jackson 
McLauthlin, Herbert B............. M 
Meads, }: SR Sern Jackson 
I Bee RLS a4 oren ve ao 8-balacee eee 
SS eee ee Jackson 
Munre, Jamies ZB... . cc cccccees Jackson 
I, I, oe bs b aot cole navieeae M 
i i a: eee — 
O'Meara, jo ree ackson 
Sear re Jackson 
MN, NE ie cont gnanciaie castonesetherart ‘M 
Pagne, Anmdtew K......sccccecs Jackson 
Pusos, George H..........ceces Tackson 
Se a eee Jackson 


Peterson, E. S.....Sarasota, Fla. (Ret.) 


Kalamazoo County 


Pe a Oe M 
CS SS eee Kalamazoo 
prooss, Erom D.... cc Kalamazoo 
COD eer Kalamazoo 
7 OS) A Ar Kalamazoo 
Calewell, Geo. H....... 2.00% Kalamazoo 
Conn, Horace B.........cses Kalamazoo 
Se Ot: rare Kalamazoo 
OW ER eal sien o damaammahieaae M 
Crawford, ee ee etree M 
Dahlstrom, | EE Kalamazoo 
DenBleyker, fe Kalamazoo 
CO a Se Kalamazoo 





A rea Lansing 
Sewermiam, Ervine Ei. os. scccsccess Ie 
Smith, Anthony Wraae nada e's wile Mason 
SS Sere Lansing 
Smith, ae DEtts gia pews wale Lansing 
Snell, _ re ee ee Lansing 
om Ag “‘LeMoyne Se awaleeme es Lansing 
I NE oe so 0's kdl0 «erties «e.0.4 M 
SS ere re renee M 
NN, IIR x etccenccais'orce des ay seems ae 
eS eae Lansing 
a a SE eee rarer & Lansing 
Seneer, Premertee Cu. cc cecescvsecs, M 
po eS eee Lansing 
pO eee ee M 
y OS ee rere Lansing 
"OGENAMET, TROTMOER 6 occ iccviccccevce M 
Te, WHE Bis csaneccscneces Lansing 
Towne, Lawrence C........... Lansing 
Troost, AS RS rrr ene re Holt 
Wem Sree, Bi Be. cccevewes Lansing 
ee Se Ee. Wis cee cacssee ss M 
OS a rere Lansing 
, °° Bs a, a ee te Lansing 
MI FR ae ss oc sdwee sc mmencs M 
Wemburgh, FH. B........-cce0es Lansing 
Ween, Watamt Fin... ccc ceces Lansing 
ellman, (NE Sear ree ae M 
. 2 ee SE eee Lansing 
bo ere Lansing 
Weems, Howard S... ...c.csess Lansing 
WHO, PEOOUG Aion siesncccciews Lansing 
wee. Co OU, cine cacewss Lake Odessa 
cp ae eee Ionia 
Pees, Brerett Li... ckc ces Clarksville 
CS A eee Ionia 
Saree M 
I IN Ma ace tsi ow .ncbin abs wie. Waiarm M 
Socha, a EERE Rte Be ore oe Ionia 
3 =. rer Lakeview 
VanDuzen, v. eee Grand ne 
EI, UR Mi reriigleca'o'6! 4, oigecoleretaersio ual M 
Weaver, er Mi arcoe tae Greenville 
Whitten, | rer Tonia 
WS ES ecko ikeckess Saranac 
UR, I gc kb: ce ed ewe wies Jackson 
ig A. Serer Jackson 
pe ae eee Jackson 
Riley, Philip SS Re Jackson 
Roberts, Arthur ii Sia aioteierechecmiend —. 
Meutz, Lawrence B......6.6cce ackson 
Schepeler, Cortland W....... Brooklyn 
Scheurer, Peter A....:..... Manchester 
= a ae Jackson 
Scott, John Mita nickels scare no RG CARNE M 
Seybold, a EC rrr eee M 
Oe Se ee Jackson 
Sirhal, i oa suet gia M 
a eee Jackson 
Speck, NONE. Woecccccccccncses Jackson 
eS Serer Ts M 
Stewart, a _ SR eee ere Jockene 
sues _ ia ibeaiaercesces M 
NS WS sarc: cc die tine acne aeoe M 
Tate, SE och siddnncyeksedun eee M 
Thayer, , i Seer rr Tackson 
2 OS Se, See reer Jackson 
Townsend, i eae Vandercook Lake 
, a Saahaetheeserene Concord 
Vanschoick :  . a e Hanover 
VanSchoick, OS eee Jackson 
WEPISUN,) BOWOTE Bok ic ccccccccccces M 
Wertenberger, M. D........... ackson 
Wholihan, John W....Michigan Center 
pS, a Sacre 
a a See ee Jackson 
. i Se ee cere e eee Tackson 
Winter, Se SS ere Tackson 
Woodward, George D.......... Jackson 
I Bk s cae cairncrienewceneeoes M 
a S Se Serer M 
Ertell, Wm. Francis.......- Kalamazoo 
Fast, 2) ope Kalamazoo 
Fopeano, John V........-.ccceeeee: M 
Fulkerson, C. B.........-+- Kalamazoo 
3 errr er M 
resetmer, LOWS... ... 6.000 Kalamazoo 
Gilding, Joseph .......0...cccsses: : 
Glenn, Audrey....... Ft. Wavne, Ind 
Grant, Frederick E......... Kalamazoo 
Gregg, eae Kalamazoo 
Harter, Rudolph S......... Schoolcrait 


Jour. MSMS 






H 

Holde 
Howa 
Hubb 
Huys' 
Ilgen: 
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sing Heersma, | Se Kalamazo 
‘. © Gas. & C..:........- oO = 
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sing owal a obengengenner “P58 Moe, papi eee ees 708s wees Ororsele vie M c : op eieeeabanpaneraoes sc: 
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ing Irwin, William D. Nystrom, Ruth amazoo Cagiet Manas Kalamaz 
sing Jackson, Howard "| Wi hetero Bs ots M ae... Kalamazoo S y er, Roscoe F......... Kala wo 
M Jackson, John B...........1 satin ieasin M an ae M Soe Morris B............ ees 
sing a a a... Kalamazoo achat aries E.....ccccccseees M ——> 9g NeRRERRR ORNS: - 
.M Kavanau a a a Kalamazoo Peelen, MET Cos cs ssmecws ser M tryker, Homer H,........1 ‘alamaz oe 
sing Kenzi W. N m. R...............- M A ey RRO e: Upjohn, E. Gifford. ....... Kalamazoo 
. Rensie,, a | supdenoantedee Battle Creek eg ae Se ee ee o Upjohn, L. N.......c00000: anaes 
:¢ k, We mE cccciaie de BEEGP GUS COC Raion Ye UP Thomas oe cs 
ing — | aamenennetnenatenns: M Sueation. + eae eres: Kalamazoo Van Urk, Thomas. - ance 
Ing Tele, Milton L........-.~« Te halt M Pullon, A. E e eeee rer eees Kalamazoo Verhage, Martin D......... wonees | 
Lolt Lambert, R. ” pepepaene es alamazoo Righterink, C. oo Kalamazoo Volderauer, John Seagate. M 
ing Lang, W. ” scheaetnbebes pone Righterink, H. ~~ Serer ee M Wi TIEN nc xs veasnchovnencun M 
M oc Tag Oat alamazoo Rockwell, Donald C........ Kalamazoo Wagenaar a helenae. M 
ing ce, Beteed U.......... a ion, c og Raecsisaomiets Kalamazoo Walker aS pimibneme 8 Pe M 
ing Light, . oos......... nee Sa ge, ED. Sie srs $iae leo aie) bie se ieee M Westcott I Deceeeveccees Kalamazoo 
M a ee ‘alamazoo Schatten Bivngrsee tars sheces Vicksburg ee en Kalamazoo 
"al aadaemauiaalaias Kalamazoo Scholten, ie Sie otGciuiacoistere ous Kalamazoo ‘Vonsiin i : Soa iareieneseln ae ets Kalamazoo 
ing R Rate wacietenir Kalamazoo Youngs, A <tebbeheaehpekes Kalamazoo 
a SF eee Kalamazoo 
ing Adams, F. A. Kent County 
ing Aitken, George T ‘PRESARIO - M Elliott, Jat A.. : 
ing enties nd SPER eae hae M Failing nes / ....Grand Rapids 
" dicumh ing, John F....... McDoug , 
—s ae Dcacvacinae : t Revit? advo Charles E.... oes eee ae of McKenaa, T. sale seein Grand Rapids 
o Vewsesescevres Grand Rapid ‘aust, 3 rel oe - teeee McKinlay 1 M Wrrevtiert. M 
Bachman, G. A pids Fee, Manson G ---Grand Rapids McR — a Grand Rapids 
ie ge hg aOR Grond Rapids Fellows, Keaneth © ietaheeniba ci ieaiie M ene Fone na ee oe Grand Rapids 
vs oie Fy aepeneiee Gewne Rapids Ferguson, James Revorisenrerevees M Mehny ‘— i oe Grand Rapids 
lle —a i ........... Grand Rapids Ferguson, Lynn A......( Sea? ye M a’. Ca. ...... Grand Rapids 
‘in om Gee we Grand Rapids Ferguson, Ward eae —_ Rapids Milles i Duree Gislaie woo ska waeeels M 
M Barber, Clarence H...... G lates aplaaenl ade , M Ferrand, ” piconet yrand Rapids Mitchell H. 2 rere eee ee Marne 
M Batts, Martin .......... coud Rapits BE Pipes os ser svnoemumnnes M ta Ww. o........8 pitteeaees M 
= A dO eamamanbaaneehien M yg Repbanheenpitdendedsen: M Simon Pinan G ph eases Grand Rapids 
a erly oo” alanine elt M ay Sai Geen tinal _M Moleski, I sitesjaplbeebelion Grand Rapids 
ds ome ©. 0... ........ eae ge -M Frantz, Chas. Neate rand Rapids Moleski, Stanl vy L......Grand Ravi M 
M Beets, W. el rand Rapids itn. La s................. M Moll, Arthur M_ .....-Grand Rapids 
le gy ceqnemnieeniantans M DM, Be ica cs seccnrs cua thins _M Mollman, Arthur........ Grand Rapids 
ce AR i cgprobeenenbenseete: M Gaikema, E. W.....-..-- xrand Rapids Moore, Ve age lal Grand Rapids 
o aah nll Seppe eRe Be M Ce TE, Bosiccnncuwnsss Grand Rapids can Richar< M00. Grand Rapids 
a alg OR icond tania ea eres Grand Rapids Mulder, OS Rr rr M 
Bloxsom, Paul Ww. 4 ....Grand Rapids Gilbert, R 7 sete eee eee Grand Rapids pean J. Di... eeeee Grand Rapids 
Boelkins, Richard C..... aes ee Gillett, enc carcskes Grand Rapias og gh sapeneeebeetimne bee: M 
7, ad eer mm oO Me, Bae Whoo nov cee stand Rapids J ig Bee, Rhninipin's *1910i+niee ciate cueeis 
i ti ae ES eliotn eam sia ek Grand Rapids p sere SW gy Aeon senator’ Grand Rapids ae ncog oo eRcesere Grand Rapids 
: 0 sagt ONRRRRE oe Bae M Griffith, I hep Sneiviee eer Caledonia nasa Peter B...... Grand Rapids 
yn Bosch, L. * eee ec aerelevets Grand Rapids Hagerman, D. B, ee M Oliver, W Ww eee e Grand Bi Tonia 
n Brace. Fred ........... Grand Rapids Hammond, I, ky Rapids Osborn, H aaa Grand Rapids 
n Brayman, C. W........Cedar Sprin M Hardy, Saith My et.) Grand Rapids Paalmat “aot elt Grand Rapids 
n Brink, Russell ...+-+-=. Cedar Springs Be We oaseennns Grand Rapids Pastareen ee: eat Grand Rapids 
n Brook, ony "Sigaabomanager = M Heetderks Dewe ok Ce Howard City Pay oe P. Wilfred. . . Cones 
“ Cot ed a aa Grandville ecce. Teles ba piiciaisvelat —— Rapids Peas 7 RR ee 
n Romuan Miguer i.” Gaead Rapids Herrick, Ruth ......... grand Kepics a + a. ia Rapias 
vt Buesing, O. R S....Grand Rapids Hill, A’ Morgan........ Grand Rapids ‘or sony "len aaa Grand Rapid 
t yy hy eeebbiantese oa acl M Hilt, a Sic RL ee M Pyle, Henry J..........- Grtnd a 
- oe age Grand Rapids Hodgen, J. T......-.--.Grand, Rapi Ragsdale, L. V........-- Grand R id: 
f Burleson, John S. sin oocalaeieCeiea eelatiae Sparta Hoeck, W lem |... cas Grand. itniide ga a rer — 
e seb ogg lala Grand Rapids Holcomb, 3 ee M eed, Torrance ....... Grand Rapi 
n —, Wm. J. mapa ——— eat Holdsworth, M. J....... Grand aoe es a" Peeve eeeeees pn ag 
f Byers, Earl J........... xrand Rapids Holk e Precectesseses esses iaterink, J. W.....-..-Gr stov 
n Byrd, i a ER ——— Rapids Hollenden, Hecey D. -++ Grand Rapids ach G, a reer Grand Rapids 
I kon a ee ee xrand Rapids Hoogerh ee =P eeeewenereees oberts, Mortimer Bess. ; nae 
! oe a. M...Grand Rapids Houghton, *"D: a ca ee Coles M Rodgers, W. Ta C. roe Rapids 
Chadwick, W oe meen eynoer nes snes ufford, A. R..........¢ Salt yg oss i % ks itil aaa Grand R 1 
: Chadwick, W. L...0.sscccez 0g Hund oe Grand Rapids Rogers, John R....... Sede 
. a gg | ae: Seer Grand ae enbinenn: sa ....Grand Rapids Roth, Emil M........... Grand Rapids 
e Claytor, : R. — Saker Grand Rapids Hyland, Wm. A ieee fn Rapids Schermerhorn, L. J . ¢ eae Meitald 
i Clavtor, UR. Woes cee ee Geasd taniie oe ae rand nnnes Schuitema, Donald ..... srand Rapids 
r Colvin, W, _ — EO ee M Irwin, Thomas C......--.Grand Rapi Schnoor, E. W.....--.+. Grand Ray = 
Colvin, Wy Geoveceecrererceeeeees . can tn a Grand Rapids Schnute, Louise F....... ne Rapids 
[ Crane, Piece 7 cc aietiaic es vetaate setae ised eeets M ia, O b......... ones gee Scully, Raymond eer irand Rapids 
a eee Raia: ih tei a eae — Rapids Sevensma, Elisha S....-. mang oe M 
- Cuncannan, ut _- i cease. qatgeaat ees mera M Kelly, Rob E ee xrand Rapids ee al Ree —— Rapids 
: Currier FP .....Grand Rapids a The ete ee eee eee e eens M Shepard, B. H.......... yrand Rapids 
ee eee Grand Rapids Kendall. Eu ee Fe - ...Grand Rapids Shellman, Millard ee aed es 
eg ~ ay _ ee Grand Rapids — tt . .....Grand Rapids ne ag renee Grand Rapi + 
— tre 7 ~ Pesiemnaaie apids oe el sade” abel Sluyter i: vetoes irand “= 
“9g yamine. — ’ : ‘ ad coe ee ae 
Sah eee — _ ee eine M Os i ieee ss. hae he Soe f 
Sa ites | Seibel eas Ravi woe” a re Grand Rapids Smith, Edwin M........ ae Rapids 
Dell “id Gey ag atamesieg ares pids a Grand Rapids Smith, Ferris N......... Grand ——— 
Tad ge Sa aaa Sand -—— Kriekard, P. * seoemiaanie: Grand Rapids Smith, R. Earle...... ee aa mars 
DeMol, Richard J Sievsponaianaiaeete Rockford atm, ©. Gen vcs soecces tae — Sanne: Cn Feeeeeeeeees Grand Rapids 
Den] : > sawee Grand & 5 the iranc apids yaer, arence ....... s 1ds 
Hea, aes Fo aa ae Fagg cc coSrand a Southwick, Gr Howard: Grand Rapids 
DePree, Sonat, padacepr Grand Rapids Lonting. a Grand Rapids eameen W, H.... ees eee ees a 
Dever" dean 20002 ceramt BAPE Larenes Beco Grand Rapids Sven Wing 2 
Dew’ songs aniel eee ete: Grad Rapids peggy mag y C....Grand Rapids —— vas J.....Grand "Rapids 
nya taeteinss: : » Jose Ey hee, cts en... 7h 
Di 1 Mark _, ae — — ie — oere sts Grand "Rapids Swenson, vf ARES ee: ee 
Doran. Seuak : Beraceeravasaters Grand Rapids Logie "hasan We Sidtewie ware Grand Rapids Ten Have, J... 'G ian ie 5 or 
oes. tae ost Grand Rapids oe aes — —_ ree Grand Rapids Tesseine, A. J........... rand Rapids 
Du Bois, Wm. § pate siecate vere Grand Rapids McCandl ger 13 eer Grand Rapids Teusink, 3 re Pa ay ee .M 
Duiker, "Henry catatee aeent Rapids a eC — ««+sPane men Youmpean —_ B.. Gomi pangs 
C “a a I p Fda pe eee ene = n, 7 
— m1, Robert M Seerpeerety: apie MacDonell, Semmes A... 020.5 ¢--<m Thompson, P. . ono —— Rapids 
ie We Gace Grand R Marrin, . — ee ioe san Tidey, Mar ee ae jrand Rapids 
apids Marsl gelled Se SS: M a ee Grand Rapi 
May 1943 Sh, Foun Ben oescee es Grand Rapids ten Toe, G.... oa | papas 
a en — e  - e “4 1C 
orgerson, Wm. R...... Grand mat 
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Van Belois, Harvard J...Grand Rapids 


wae Beem, Bh, Bisccceuss Grand Rapids 
Vanden Berg, Henry J..Grand Rapids 
Oe BOONE. TOY oc cccceeseentaes M 
VanDuine, ' | en Byron Center 
eS eee Grand Rapids 
Van ll Gelmer A...Grand Rapids 
Van Solkema, Andrew..Grand Rapids 
Van SOmeme, Arthur. . ccc. cccevss M 
Van Woerkom, Daniel...Grand Rapids 
Van Zwaluwenberg, Benjamin. . 

Grand "Rapids 


ee a rr Lapeer 
Bishop, AE eee Almont 
po eo”. err Almont 
Chapin, Clarence D.....Columbiaville 
SPORE, CUMUNE cies 6 riderversie eves M 
Mbraham, Ax. Qhessicccsceness Hudson 
mrenenard, Ea Bass cccvenceans Hudson 
cS SS eee 
Blanden, Merwin R........ Tecumseh 
SN. Ca Piece ecndectecimenmeenwe M 
OS ae | eer Adrian 
2 ae SS) ee 
OS, ey a rere 
Sa ere Adrian 
Grow * Demers Tew ccsieewcad Addison 
rere M 
Hambly, De iid ceaierne ahem peleain Tipton 
Hammel, H. Bis. .icccccecenccscsss 

Brigham, Jeanette ............ Howell 
Cameron, Duncan A.....cecccccese M 
Coughlin, Florence J........... Howell 
Ceemer, CIRWe cicecececvcccn Howell 
BES, GON Doiscccacccsncce cd Pinckney 
ee ee : erry Howell 
Bohn, Frank P.............Newberry 
Campbell, Earl H........... Newberry 
Franklin, Sidney ..........Newberry 


Gibson, Robert E....... . Newberry 


A a See Romeo 
eS rrr ee Richmond 
Berry, Henry G..........Mt. Clemens 

ee eer Armada 
Brady, Milo J........St. Clair Shores 
Caster, E, Wilbur........Mt. Clemens 
eS are Romeo 
Croman, Joseph M., Jr...Mt. Clemens 
RPGUMIMERE, EGMNEE Ji..cccsccncees M 
Fluemer, Oswald ........ Mt Clemens 
Bryan, Kathryn M.......... Manistee 
MN i Bibs ccevvwsn svete Manistee 
a ae: 
ORO, FORM Fecieiccvsisccenvcexrcee 
Bennett, Arthur K.......... Marquette 
Berry, Robert F............Marquette 
Bertucci, J. Pincccccceccccccsvccces M 
Bottum, Charles N..........Marquette 
Borke, Te a ak atc ae Palmer 
CE Wie dae eee waeianen Marquette 
GCooperstock, Me. ccccsiccces Marquette 
Cameerem, We As. cccvvcsens Ishpeming 
Dreary, Chas. Py... sccciececs Marquette 
OS I renee Marquette 
Erickson, Arvid W.......... Ishpeming 
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Veldman, Harold E...... Grand Rapids 
Veenboer, Wm. H....... Grand Rapids 
Wenee, 2. Becccsecenss Grand Rapids 
a SS eS eee Grand Rapids 
pO oe ere Grand Rapids 
Warnshuis, Frederick C........... 
Windsor, Ontario 
Webb, Rowland......... Grand ae 
W ebber, NE Thins csicesevewueans 
Wedgewood, L. G.wcesseses Giandville 
Wells, Merrill .......... Grand. Rapids 
Wenger, Maren Vicseces Grand Rapids 


Lapeer County 


SE CA Cine ecictienencnetacwee M 
McBride, | Se a ee M 
PECEOOE, Mic Wee Bee ccsvceseuws Lapeer 
Merz, Henry Mis Slice ac ieiwaneeeein Lapeer 
COprien, TMM Jive scceccoees Lapeer 


Lenawee County 


Ce a a! eee Tecumseh 
Frepron, Howard Fi... 6.56086 Adrian 
Helzerman, SSS are ee M 
ee Oe Se eres Adrian 
a A rr Clinton 
Howland, oe ea Adrian 
DEE, BEEN TEs 65/0 d ds pecwsew eo eeeaanen M 
Lo a a | Adrian 
Lamiey, Asthur E.....0600: Blissfield 
Loveland, Horace H........ Tecumseh 
MacKenzie, , a ae Adrian 
McCue, Francis, aie May as nae Qdies atene-aiae M 
jo a a er M 


Livingston County 


Seen, SN Che 6k ccwnsionns see M 
Glenn, Bernard H......... Fowlerville 
NS SED iirc seo a's. awawa a mee eames M 
en a & ae Fowlerville 
SD Sibies:awh.ndeanirvieieeaaatea M 
Huntington, H. G............. Howell 


Luce County 


CO TOE Biren cec sec nsetmmenme M 
Perry, Henry . e010. eee 900 0 AC EEET 
Purmort, Wm. 5 ibe weuas Newberry 
Rehn, Adolph 7 ia awiecn te eee we Newberry 


Macomb County 


Hawley, BR. Bac. ccscs St. Clair Shores 
Kane, Wm. J........-...Mt. Clemens 
La Reviere, J. O........Mt. Clemens 
Moore, G. Fl.......++.++Mt. Clemens 
Reichman, I IR, 2.9.6: 675.69 HORSES Re M 
ere, Charles Race bAceeemeewaemed M 
ES Peers te eres M 
Ruedisueli, C. Ass.ccccs Bast Detroit 
Salot, R. Tl ii acscnicse-wiraseiinnaanaee M 
Siegfried, BE. G....cesceeeo New Haven 


Manistee County 


RRR, BO. ics ono xecccensews Manistee 
MacMullen, Harlen .........Manistee 
DEMONS: Ba Mivetsdescceindden Manistee 
Norconk, Ward H......... Bear Lake 


Marquette-Alger Counties 


NN TI: Sil ai ig: dio ay em atenaniany aap M 
eS ae ree en eee M 
OS ee SS ae Ishpeming 
Beewtiees, D. Biivicccincccevceves M 
ee re re M 
Keskey, George I........... Marquette 
NS , eee, 
LeGolvan, eS 
i ee BE eee Ishpeming 
Mudge, .  Saeeeppap ers: Negaunee 
Nicholson, i dviesnecw ae cacanmen aes M 
Ry Os Dias toon ccuwncqnedeoummcn M 





Wenger, John N... 2.660. Coopersville 
TN, PEED: cenreccsivecenes M 
W hinery, re Lee Grand Rapids 
VS ee SS eee Grand Rapids 
Vo | Serer Grand Rapids 
W ilson, Wm. E...Grand Rapids (Ret,) 
Winfield, Emery eiaen Grand Rapids 
Winter, Garrett ap . Grand _— 
Woodware, An RR... sicccseccsccs.., 
Wright, John Me Baieieeaeawts irand Raia 
Wright, Thomas B...... Grand Rapids 
WME, Fe Poncs wncbskavesee Kent City 
a a ee ae Imlay City 
Thomas, J. Orville......North Branch 
Tinker, ay Silks xine dateinataanatcs Lapeer 
POMNEE, Tee, Wis cesceweseicee dz Lapeer 
Miller, Perry Lynford.............. M 
Morden, EE re, Adrian 
pasternackt, Arthur S......6..00600.0cll 
POCMOG, DOTMOTE osc ceded cdcceccelll 
PCS, WW, RiciicéctscesnsseeseOtee 
OGUO, Ba. Cookin cscs cceescce cs OREN 
Ae rr: 
SS i eee 
Spalding, is ish were eee aceasied Hudson 
wtateord, Leo Ju. cece ccs ccic ese can 
Tubbs, yy Seeenetaee: Blissfield 
Van Dusen, Rist ite. cna ewinsies Blissfield 
Wood, A. an oce/ggalgasieapeiedgietn Adrian 
WG Gee Dis ons ei manaciadiacnerer M 
Laboe, Edward W............. Howell 
a i a reer ier ist M 
McGregor, , a Brighton 
McDowell, Guy Marshall...... Howell 
Sigler, Hollis , eer Howell 
RCO, TE, Givi ike kb ctiwedszacceus M 
Spinks, Robert Earl........Newberry 
SUNOS, TEAMIROW Finns cssierawercses M 
swatson, George F........6c0secseccede 
Toms, Chas, B.............. Newberry 
Stone, Elizabeth .......0..csese- Romeo 
Thompson, A. A..........65: Mt. Clemens 
RIMMEEs Wee Wiss osccnesess Mt. Clemens 
eee, Tey Coo. eiccsicdeseusens M 
Whitley, Alec........ St. Clair Shores 
, Se a Serr Warren 
Lf ee ere re Utica 
Wiley, Drermert Te. cs sc ccswwes Utica 


Wolfson, Victor H.......Mt. Clemens 


Oakes, Ellery A.............Mamnistee 
Ogilvie, he reer er. 
Chasen, Blesty Mies oscccsces Copemish 
Ramsdell, Homer A..........Manistee 
Switzer, Lars arr Flint 
Picotte, Wilfred S.......... Ishpeming 
Robbins, Nelson J...........Negaunee 
parven, James D.......cecseed egaunee 
a a i eer M 
Sicotte, Isaiah ..........Michigamme 
Swinton, A. L..<.......+>--.Marquette 
a OS reer eer Ishpeming 
Vanteventer, Vivian H...... Ishpeming 
Van Riper, Paul. ..... <>< Champion 
Waldie, George McLeod....Ishpenung 
Wickstrom, George ......--- Munising 
Witters, Josef Cer or Gwinn 
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sranch 
Lapeer 
Lapeer 
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. M 
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oaalle 
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drian 
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..M 
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meo 
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tica 
ens 


tee 


ish 
tee 
int 


ng 
ee 
ee 
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ne 


WRSCROIRS Thi 5 5.0. 00.9:0.9:00% M 


Bruggema, Jacob 


: See ear 1 F ewiston 


<? ey err Gaylord 


7, SSL, Se ee ee eet Menominee 
ES er, 


= Sea M 


Robert S............-Midland 


ak seo aoatosatecacle aed 


a eee Midland 
Howe, Irvin Po ca-aiecovardi ach oodioh Midland 


ee 
J es 
Balk, <A. Coo. s sees sees sess + ++Monroe 
ei in sitai'et oi ae ae 

oh, SSE es Monroe 
W.....-..++.++++++Momroe 
hiv aha rayon tibia ee omen M 

_ rere M 
le citar ¥catseuioene Erie 
R. TE gomaieagecaannes: © ~ 
Fieldhouse, B. ¥ ee eet 
Biase. baler hee 1? 
SF Pa tase varia Sieegucwicooi ania Monroe 


£ aan 


, Charles......Muskegon Heights 
Oe Muskegon 
» Rw... sees sees - Muskegon 

: S.- occces cee MUSRESON 


en Heights 
oo 
Sab. Saar eer - Muskegon 
_ 

évevcwsc es MUS MERON 


vides esses sees ss Muskegon 


’ T.............Muskegon 
» BME ..cccccces  MUSKEROR 
WO: Ey 


| 


ss, Edward O.............Muskegon 
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Mason County 


NE Bl Be as Anis erstacernaeiormre Ludington 
EN, BS is co isin eve wwe oe eeneee M 
Hoffman, Howard ......... Ludington 
BAAS, EVO: Bike ccc anctcawsiee Scottville 


Mecosta-Osceola-Lake Counties 


PWROMGETE, “PORN. occ kic eiieaikcetaneees M 
Ramer, Paw Bie... cccceciccs Reed City 
Klein, pA AMIN oi ci xche-nic-o ote sinidinis minrslets M 
ee a, eee Reed City 
MacIntyre, Donald......... Big Rapids 


Medical Society of North Central Counties 


Hendricks, Henning V....... Kalkaska 
Jaraine, Hagen M........:0.0 West Branch 
ee a a ae renrrers Grayling 
DORE, BOG 66.0 so 6cecccweeabews M 
ES a Seer Gladwin 


Martzowka, M. A.........Roscommon 


Menominee County 


Gomes, WM. Boiss scaisicasres Menominee 
DROME Bevo ectrnrecln tases Menominee 
Merwe, Be Cosi wis ccawess Stephenson 
Mason, Stephen C.......... Menominee 


Midland County 


Eansenmann, Karl W.:)...:..... Midland 
MacCatium, Charles ....0.... Midland 
areeee, ee rae Coleman 
Meisel, Tweed Thi. ack 5 occccccunaccens M 
Pike, Melvin H..............Midland 


Monroe County 


Golnvaux, C. Ju. .c..s0ssc sss Outer 
CSOD no a's ace sie.0 ew sere M 
Heffernan, fonn P........... Carleton 
Hensel, Hilda ...........++. Monroe 
Heustis, Albert E.............Momroe 
Ne Ee 
Johnson, A. Esther...........Monroe 
Landon, Herbert W........55. Monroe 
Long, Edgar Ree wei bive (allie ae) eee 
ee rr 
je a ee. ee Monroe 
McGeoch, R. W..............Monroe 
MeMilin, J. The... seca sce sc MEOREOS 


Muskegon County 


Garber, F. W., Jr........... Muskegon 
ee a eS eee Muskegon 
CFIEO., POUND ne oss 56 5 5:0:0 Ce ee dears M 
Goltz, Martha H............Montague 
Grito, BOORTE Bha..s. co ces ccesinees M 

Hagen, Willem A... ... 600. Muskegon 

Panne, FF. Wess 0k cco sces Muskegon 

Harrington, : Saree Muskegon 

Harrington, R. J...........-Muskegon 

Sarr M 

Heneveld, John ............Muskegon 

BONY, LGIARE Bink. ciccciscws Muskegon 

FIGUBCR, BOT Fhe o.o:00cscceseew enews M 

Jackson, i ee 

ee errr M 

Keilin, Marie .............. Muskegon 

eer ee 

Kniskern, i PE Muskegon 

LaCore, O. M.. . Muskegon Heights 

FO i Muskegon 

Lauretti, Emil ............. Muskegon 

Laurin, V.. Samuel. . oi... <0 Muskegon 

if eFevre, TS re Muskegon 

LeFevre, POC M 

LeFevre, William M.. . Muskegon 

Loder, Leonel Lewis........Muskegon 

Loomis, John L............ Muskegon 


Berwan, Vedward J... 30:60. Ludington 
Math, WI, Bssc.ccisge sve Ludington 
ee Se I Serr M 
Pauketes, COaries ... <0. Ludington 
Spencer, ©. Micsisicc-ccaceaes Scottville 
Dt, Be Pisnceawccdeccss Big Rapids 
a eS Ea Barryton 
PROS. Tee Wor é-n0000ssaecsannswews M 
Treynor, Thomas P........ Big Rapids 
ae Se Sere Morley 
WOO, GSreee Bk. ss c00<6 Big Rapids 
McDowell, Douwias A... 0000005088 M 
po ee Gaylord 
Peckham, Richard ........0 Gaylord 
Sargent, Deland Boisics.cs0s- Kalkaska 
oe a Grayling 
POOR, (Be sg. 6 sik sewaee Daggett 
Sawbridge, nage eae Stephenson 
Sethney, flemry T.... 2.00% Menominee 
Sethney, Walter F...............66. M 
po ae AA ere Powers 
Co Midland 
Sachs, Ralph Robert......... Midland 
ee ee eae ee Midland 
DIOINOGET, GUISE cccc sccm ewes Midland 
C.!l EE eS a Midland 
Von Haitinger, Kalmon S........... M 
[ Oe ere ree er Dundee 
Moreley, ee ey ee Erie 
Parmeriee, O.. Tiec.v0iv 0.000 Lambertville 
Penzotti, Stanley sg) piis ava @er'ersceeaen a 
Pinkus, Flermann .......0.0.000 Monroe 
Se ee a er re M 
Sanmwer, Bamereon Je... sscsc0s Monroe 
Siffer, J. we Preis dibeesig nies Monroe 
Smith, ae rere Petersburg 
Stolpestad, co Dee ponemmpeeren ne ye M 

Jagar, a iitasa abst s arate Rockwood 
Lf ee ee ree re M 
Williamson, George W........ Dundee 
ee ae. er Muskegon 
Mandeyine, €. Bo....seeces Muskegon 
Medema, Paul EB... ....<ccaes Muskegon 
cS err ee M 
Miller, Philip _ ER raters Pree M 
ee a. rr Muskegon 
A a, ee M 
MUIR, A. Wess 0cccceweve Muskegon 
Oden, Constantine L.... . Muskegon 
Olson, ee Muskegon Heights 
Parieerl, Cart..«..0. eS, Heights 
Petkus, AMtOMie ...6..6e0008 Muskegon 
ye eS Muskegon 
Powers, LARGE 22... ¢cc0e0 Muskegon 
Qe, eer ee M 
4 ee Re eae Muskegon 
Se eee Muskegon 
WRIGEE, PEGUIONE: Bohn. e-666:6:05.0:0:2. akeeninnew M 
ESS SR a ere ee ts M 
SORTG, TC NOEE. <.<.0.0:0-6-0.0 0:06 Muskegon 
Stone, Maxwell E...........Muskegon 
Se Ae, A or Muskegon 
fe ee Muskegon 
(ak eran e « Ravenna 
"TROPTMEOD,, Boe. Giiesc:6:6-0:0-04:006 Muskegon 
i ee ee Montague 
WINGO: Fos Greens av eeriewan 6 Muskegon 
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I TS Mahe encndeeeenes Fremont 
a 3 re Holton 
SS are re Grant 
pe res Fremont 
Benson, A. A..............Mancelona 
Beuker, Bernard ........ East Jordan 
Blum, Benjamin nt Petoskey 
i GE Give cnevneveean Petoskey 
Chapman, Willis Earle..... Cheboygan 
Ce SEM Wc ce eiccucaes Boyne City 
Conti, Joseph ee ree re eS Petoskey 
Conway, eee: 
Duffie, Don Hastings....Central Lake 
Frank, Gilbert E......Harbor Springs 
CES, TNE ne ks Werrwcdcesaeesennme 
FN Se EOE TCC CRT TT .M 
pS ere er ee Pontiac 
AschenBrenner, Z. R......Farmington 
Baker, Frederick A............ Pontiac 
ee ee” a. are Pontiac 
farmer, Howard B.....ccceses Pontiac 
Bauer, Ernest W.......... Hazel Park 
SS eS aa Ferndale 
Seck, Otto . ere sirmingham 
I Ne ans, wane moraine ante N 
ete DONO Bivv ccc ceunowe ve Oxford 
ee a eee M 
Burke, Chauncey G........0.- Pontiac 
Butler, Oe & eer oe 
Campbell, Malcolm D...... 2.2.02] 
Oe SS See re iicily 
Christie, Edward D............ Pontiac 
Christie, J. POR ier 
ere Te Pontiac 
Ee eee Pontiac 
we ey | er Pontiac 
ee eS eee M 
Cottrell, Martha S.....0..060<002cee NOV 
( ‘ouchman, _,, Se Royal Oak 
,: rissman, Harold C.........- Ferndale 
Caney, FANS Bee cccscccsces Pontiac 
Dahlgren, Carl......... Keego Harbor 
i Se Oi cccuseee ees Pontiac 
Dobski, Edwin | * sivdeetasidaaneaae 
Domeier, | i seus fo wivaeheSaangee ee 
Ekelund, Clifford T............ Pontiac 
Farnham, Lucius A...........<- Pontiac 
Faulconer, Abbert ......ccs0scscccceM 
ee ae M 
Ferris, Relon G. vc css ccces Birmingham 
Fitzpatrick, Francis .......... Pontiac 
Oe ee er er M 
eS ee Royal Oak 
ON a "a | ee ean M 
Oe OO eee Pontiac 
Pusioge, TiACOls An. ociiscccvsceswes M 
Gaensbauer, Ferdinand ........ Pontiac 
Gariepy, Bernard F........ Royal Oak 
Lo SE a a eee eee ee M 
Gatley, L. WAarrell...ccccscees Pontiac 
OO A, See er eect Hart 
We SER: n6:4:6.4 caeeoeseoekeinna M 
ea Se eee Shelby 
een Pentwater 
MET, DOGG Ricci cwscecvaccndes Mass 
Ch. Dawedhancee we teancede Ewen 


Beernink, E. H..........Grand Haven 


peseememenet, B.. C.nceccvvevces Zeeland 
Bloemendal, W. B.. ..Grand Haven 
Boone, Cornelius Diicacaean Zeeland 
US Se es: were ~ 
Clark, a aS ere re) 
EID las oo 0. aaiedind bane’ M 
DeVries, Dae Weveccucvieweaemes Holland 
Ow) ee ee ee Grand Haven 
SS ae arn yp M 
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Newaygo County 


Geerlings, Lambert .......... Fremont 
OCT, BOW Fees ccscscesaxaseeae 
Ceeeriees, WINS oc cccccccess Fremont 
i eS A ee ee, 


Northern Michigan County 


Gilgen, FORM Thess ccc casccce Cheyboygan 
ee) Sree Petoskey 
barsom, Water Bicivcssccsves Levering 
Lashmet, Floyd H..........<- Petoskey 
Lilga, a NRO ME 6s M 
Litzenburger, A. F........ Boyne City 
i oi Sree Petoskey 
Mayne, Frederick C........ Cheboygan 
McCarroll, James C........ Cheboygan 
McCune, Wm. Stanley............. 

ee = a: ee Petoskey 
McMillan, Fraley ......... Charlevoix 


Oakland County 


Geib, Ormond D............ Rochester 
German, Fratk Dy. o:66..cdcccs Pontiac 
SPS rrr re 
ee Se eee Birmingham 
Grant, William A............. Milford 
Green, 7 eer Pontiac 
Praleted, Let Feces csiecccss Farmington 
Hammer, SG Serer | 
Hammonds, Sy ere ee 
Harvey, Campbell Or ee: Pontiac 
ee rere 
Hathaway, Clarence L.....Lake Orion 
Hathaway, William ......... Rochester 
Henry, Colomel R.......escses Ferndale 
A Sree Lake Orion 
ea a ee ee Pontiac 
ON UN ra a: ins sgh cere aR - 
Hubert, John : OT 

Huffman; | 3) ee Mitiord 
Hume, T. W. K: -Auburn Heights 
Hurst, Daniel D....... Pleasant Ridge 
Hatchinson, W. G...6.ccccsces Pontiac 
Jones, Morrell M....... Drayton Plains 
SS. ey Seer Pontiac 
Kemp, W. Lioyd....«s.. Birmingham 
OT” Se i ae Pontiac 
mireup, Norman Ne. ..sccsececeses M 
RMMINE, FOR Sosicccdcccvecves Pontiac 
Lambert, Alvin Gerald....... Ferndale 
ee a le eee Pontiac 
SS AE. eer ee 
Law ler, Seo Birmingham 
i Se ee: Ferndale 
Little, | aD” ERS Spe re ee CEN ENN | M 
Ree wOdd: Cy. Bice. écsisiacs-dmecwasors Holly 
MacKenzie, O. R........ Walled Lake 
Morgrave, Edmund D....... Royal Oak 
DERURICT, SOMME Weck cccincsccescevere M 
Mason, Robert » phi oe 
McC onkie, | ree Birmingham 
McEvoy, Pisneis |) Se ee M 
McNeill, SS eee Pontiac 
Meinke, Herman A........ Hazel Park 
meereer, Frank As... ss cccvcces Pontiac 
DEMOROM, Ti. Divccciscescscsese Pontiac 
Monroe, John D.............. Pontiac 
Mooney, C. Ascsieccsccveces Ferndale 


Oceana County 


Heysett, Norman W...Ft. Wayne, Ind. 


pe Shelby 
Lemke, Walter M......0.<cccecceeelll 
Ta Wik vine 0 o000000enGans Hart 


Ontonagon County 


Pinkerton, W. J 
i. eRe aneE) 


Ottawa County 


Memme, Gerrit ..2.sicscecwes Zeeland 
RASUENSl, FON. os. cceseve Grand Haven 
Kitchel, Mary........... Grand Haven 
Kools, Wm. Clarence.......... Holland 
Leenhouts, Abraham ......... Holland 
aS >) ee eee Grand Haven 
Nichols, Rudolph H........... Holland 
Nykamp, Russell ..........ce Zeeland 
Presley, Wm. J.......... Grand Haven 
Rypkema, Willard M...............M 





SO ere ae eee Newaygo 
Saxen, Raymond T....... White Cloud 
mergeer, Sh Bh. ccvececssiees Fremont 
Tompsett, PIGS Cin cccckecs Hesperia 


McMillan, Lyle D.....Mackinac City 


eS eee ere M 
oo a eee St. James 
Parks, W. ere P etoskey 
Reed, Wit Fi. ceccccss Cheboygan 
Ce ee eer Bellaire 
en. Gilbert B....... Charlevoix 
aoe has cate wid eto econ Onaway 
mel J. is bra chaoneeaes Cheboygan 
Tiffany, A. C...........Mackinac City 
Van Dellen, ye pda nee East Jordan 
Winter, Joseph | Ee Cheboygan 
ee gee M 
Newcomb, Arnold B.......... Berkley 
a “erate ee Berkley 
MOSGOMCRUK, JOSEDN 6... cccccccwescell 
Ne ee eS 
Olsen, Richard E..................M 
Osgood, eS Serres: 
Pauli, Theodore Fi... ..0 ccc cccccec cll 
a A SR ee ee Pontiac 
gel ae 
ee Se) ene 
POC, PHEGtOR Woe ccc cccccvevsccccl 
Raynale, George P.......0.5.- Birmingham 
" . 6 See Clawson 
Rennell, | aS ere ne Pontiac 
Riker, Pie hoc ic ciccccaces Pontiac 
Roehm, Harold R......... Birmingham 
Rowley , Laurie G...... Drayton Plains 
Russel, i SS a rer 

John, oS 2 Se Pontiac 
eH neg | Re ee 
semecte, Eve Ma. ...cccccss Rochester 
SEMOSMCld, FORD Bos ciccicccevcucccvecte 
Schuneman, Howard ........ Ferndale 
ee ae rer Royal Oak 
A | srr 
Shaw, Nenian ME ae aaa an Gia Birmingham 
Simpson, Me Es ai Sree ease Pontiac 
ee M 
NN ee ee Pontiac 
Smith, — . nee 
Spears, 3, rere ee Pontiac 
Spencer, if + | M 
aS So | ee M 
SGML, BIAVOIE Pincccciswncwces Oxford 
eo, ee Seer ee M 
wmemrmer, (hares okies cscs Pontiac 
Steinberg, Norman ee: Royal Oak 
Ee eer eres 
mutton. Palmer Ey... ..ess Royal Oak 
Tuck, Raymond ree Pontiac 
ee) ae Ortonville 
WE EE Wiener cases cnadvowe Pontiac 
ee eee ee: 
Watson, Thomas ; eer 
i i Sh eee 
Young, Arthur RB........00000% Pontiac 
Nicholson, ‘aw Pos iwamen tare cas Hart 
ae” ee ere Shelby 
Robinson, W. Gordon.............-M 
oC re Hart 
Se Ser Ontonagon 
Whiteshield, Fo | ny Trout Creek 


ee See Coopersville 
Ten Have, Ralph....... Grand Haven 
Timmerman, E. Gannon enero nara 
Van Appledorn, - hester J....Holland 
ee ae Holland 
Wen Ger Verse, Oi... ccccvce Holland 
Westgate, William ........... Holland 
Wiersma, Silas C..........Hudsonville 
Wetes, TOM Bec cc ccsecaccess Holland 
WEGOEE,, WHO. Sincvsticocwncene’s Holland 


Jour. MSMS 








Acke 
Ande 


Bag! 
Bags 
Berb 
Bish 
Bren 
Broc 
Brut 
Bust 
But! 

sutt 


Cad: 
Cam 
Car 
Cati 
Chi: 
Clat 
Clay 
Cor 
Cor 
Cor 
Cur 
Dut 
Ely 
Ert 
Ey! 
Fie 
Ga; 
Ga 
Ge 
Go 
Gri 


Gr 


Bl 


Gi 
G 


aT eer | — a 






1VgZ0 
loud 
nont 
eT1a 


City 


mes 
‘key 
gan 
aire 
: O1X 
way 
fan 


dan 
gan 





aeons man, . L 


i... ee 


ee 


ec eer corre eee ees ow 


el See Saginaw 
’ Frank | rrr 
 aaeemaie 
A, SESSA rere er Saginaw 
a, Allen K 
_ a wraeetigenlehantes _ - Merrill 
gD RRR Ret iayes7s:: M 
Clark, AW Hoert Bu... ccc. cee. new 
Archer A,........... Saginaw 
Cortopa: Assi, Andre ai aieicatmalon Saginaw 
E 


» pains Li esvtich alles pute Stag UK ated Oa 
Sere Saginaw 
4 Sgn eRe Saginaw 
“arthar ce ee Saginaw 


"Arthur meee 
M 


| ee ee 
. Wida Fhe. c.cicecasisie se SAMGUSEY 


_ Reuben G re Laingsburg 


J.  Sitepeecentoness 


bone ~ eae 


Bess sccccsccccecce C orunna 


— See Marine City 
i DS. cra presevee Port 
o Arsccccseccoes Port 


dee ereeresrereeeseessece 


,, , Ralph SGA Port Huron 


a 


_ Sr dts St. 
a eae Detroit 


“D wane hecearaes A nn "Arbor 
ibe: 6: sin ickaiw toe wiiane ele RaeeRIOe M 


pee MRE v ciaversiatevatete shal mew etre M 
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Saginaw County 


eer ac M 
ee a, Aa Saginaw 
Helmkamp, Herbert O.. . Saginaw 
eS eae . Saginaw 
Hill, Oe Ree Saginaw 
ee LS | Saginaw 
EIGEN, TRO Bis <0:0:6 5 ssisiaivieies's Saginaw 
Imerman, Harold M.......:. «6.060000 0M 
be are Saginaw 
po a a Aerie re M 
pe Re Sean eee ee Saginaw 
a oe ere Saginaw 
OO A 
el err 
ements, T. Mic. cccccsccws Saginaw 
eS ee eee en er M 
Kirchgeorg, Clemens G...Frankenmuth 
Kleekamp, H. G..............s9aginaw 
Buott, Harriet An. .6.cccsses Saginaw 
Kow als, Bie. WW vecsveryerh eee sisveiech Saginaw 
Ling, at Bia. oss sccseaen Hemlock 
Lohr, O. Oe a ee 
Longstreet, Martha L. . Saginaw 
eee, A Se er et M 
RR. WN ei Kisigis nt Reem amewes M 
MacKinnon, Edward D........Saginaw 
MacMeekin, pees OG. 4 enelerele M 
a eee Saginaw 
Martzowka, Ww Brae siee creas Saginaw 
ee eee Saginaw 
MEGPOT,, TORR Five c cccvc teres senia M 
RENO, Wi wie 6 0oso aween Saginaw 
Mewimacy, Alex B.......0+6 Saginaw 
McL andress, FORRGR Bivesccitnce's Saginaw 


Sanilac County 


ie FE sla cis ooniw ence eeities Croswell 
sis cs ur ehioe romans M 
RieneeGt Ths, Theos cc sciensee Croswell 
MeGanemte, KT s.cccwcsccce Sandusky 


Shiawassee County 


i a rsiniesis Sis Reeve mes Owosso 
ee ree Durand 
eee, AstHGr Mi. occ ccc cect Owosso 
ee a. Sr Owosso 
De ee reer rn M 
Kaufman, * * See en M 
ee M 
McKnight, E ne eT rr ere M 
MR A Bisce sce eiecenecque weasels Owosso 
eS a ee er Owosso 


St. Clair County 


Clyne, B. _ akiote ig Gis acaisin ie eee eaias M 
Cooper, » a: ae Port Huron 
DeGurse, oa re Marine City 
Derek, W.. Posies ss soc oe e0 MBESvENe 
Prases, Ropett. C......0.006600 Port Huron 
TS Se eae Port Huron 
Heavenrich, Theodore F....Port Huron 
Holcomb, R. | SO Se Marine City 
Kesl, Geo. Matthew........ Port Huron 
Le Galley, i See rere M 
A a Se ee M 
SS SS re M 
Se = eee Port Huron 
McColl, eae Port Huron 
1 SR i Ree Port Huron 
Meredith, B. W.......-c00- Port Huron 
Patterson, D. Webster..... Port Huron 


St. Joseph County 


a Parr e Sturgis 
DN iin o's. wine om casaalemiers Sturgis 
Parrish, pO ee ere Sturgis 
Pennington, eee White Pigeon 
tt? a: Three Rivers 
OS SE ae M 
RS SS eae Three Rivers 


Ve re Saginaw 
R 


Oe 


Mikan, V. Robert 
Mudd, Richard D 
Murphy, Albert P 


se eeeeee es Oaginaw 


rey Riv: ek aaa Saginaw 
Ostrander, Frank W 
Phillips, Homer A 
Pietz, Frederick 
Pillsbury, Edward A 


Richards, Ned W 
4 Bes 7 


oe ee eee wee www ew eee 
ee ee ee 


er 


ae fon ee 
ae Alexander M 


Skowronski, Casimer A 
2 aaa M 
5 f Brats wieraie wiccute carers ain laee 
ecvasaian Segal 
Serer Saginaw 
M 


Sh, Se eer M 


ee eee Sandusky 
Tweedie, S. Martin 5 sky 
WR COEE, FON Riiincs cies san Marlette 


Richards, C, J 


eae Me, A aiavaxk, sa vince lanes eanecate M 
Mego esc eeeeveeeegees aes eM 
saa Glenn T 


Fo ee 


ee saree Yale 
Reynolds, Annie E,........ Port 


" as is. Gieeaste ae Capac 


 ieereeeeen 
Treadgold, ‘owe 


Ware, John R 
Wass, Henry C 
Waters, George 
Wellman, _Joseph E 


ee ee 


Witter, Gordon I 


sae ol G. J 
Wilkerson, Nina C 
i D 


ee} 


Barbour, 


Bates, 


3erman, 
George aad ey 
Cook, Raymond 
Dickerson, 


Cook, 


Dixon, 


Donahue, 


Fisher, 
Flett, 


Boothby, F. 


Bope, 


Buckborough, 
Diephus, 
French, M erle 


Gano, 


Giddings, 
Giffen, 


Greenman, 


Agate, 


Alexander, 
Armstrong, 
Badgley, Carl 
Barker, 
Barnes, 
Barnwell, Noha I B 
Barr, A. 


Barss, 


Bassow, 


Baugh, R. 


Beebe, 


sell, 


Belser, Walter 


Blair, 
Brace, 


Bre akey, ‘is 
Britton, 
Brown, 
Bulmer, 
Burge, Curtis H 
Buscaglia, C. 


Camp, 


Clements, 
Cody, Clade Cc 
Frederick A........4 Ann Arbor 


Coller, 
Conger, 
Cooper, 
Cooper, Ralph Ruehl 


Coxon, 


Cr: btree, 
i ummings, 


Curtis, 
Davis, 
Day, 


Falls, 


Farrior, 
Finley, 
Fitzger ld, 
Forbes, 
Forsythe, 
Foster, 
Fralick, 
Freyberg, 


Frye, 


Aaron, 
Abrams, 
Abramson, 
Abruzzo, 
Adams, ] 
Adelson, 
Adler, 
Agins, 
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eee Mayville 


Willard W.........00. Caro 


The i a calis .. «Cass City 
NS ere ee M 
Richard O............Millington 


Dis anes wean Lawrence 


hopeececenstyi weno M 


ge 


it nieae mr ego memes M 


Ss inca kale Op indie eda tee Ann 


ee Ann / 


| ae M 
d gn SP eT ee M 
De Jong, 
DeTar, 
DeWeese, 
Dimitroff, Sim 
Dingman, 
Donaldson, S. 
Dowman, 


FOR Boscccvcesncventecs Milan 


OS SS er M 
Dunstone, Cc i 


Engelke, 
Failing, 


‘Anthony re M 
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Tuscola County 


Pen, BOM Bosc ccvcvsews Wahjamega 
Gugino, | ACE Pee 
ce aaa M 
SS Caro 
Johnson, a eee Mayville 
eS Se ree Unionville 
a i: eae Gagetown 
BEGPWEE, TOE Flicks cécwccccses Caro 
peorrse, Frank La... csccsces cG Cass City 
Riley, G. M.........New Orleans, La. 


Van Buren County 


BO: Mas Bikiciaekcdie gine ue eane ane anmatee M 
SSS a eee ree M 
i rere Paw Paw 
POCO, TOGGDR Woes wcsececseseceues M 
SS) eer es South Haven 
RA, HEE 66s cde saracaoes Paw Paw 
Lowe, 2 : errr Bangor 
Maxwell, J. ee save emcee Ses Paw Paw 
ee a ere Lawrence 


Washtenaw County 


Ganzhorn, Edwin .........4 Ann Arbor 
CEASUEMOT, SOCOGME oo 5. 6 ciee se ccicesicses M 
Gates, ly Sa Ann Arbor 
Green, CO ae ee eee M 
gO ee Chelsea 
Hagerman, pig Se ee M 
PrOMmIMONG, GOOTBE ice bocce coe ceewsws M 
Hammond, W. W............ Plymouth 
Handorf, Heinrich Hugo. ... Northville 
Sr Milan 
Haynes, Harley A..........Ann Arbor 
ee A a”: ee Ann Arbor 
Healey, Claire E...........Ann Arbor 
SENN, BRON Gio ioc een cqngioemes M 
Himler, Leonard E. .....-Ann Arbor 
Hirschfield, Alex Grito: M 
BROUNCO, PVE Jiccccccsccved Ann Arbor 
ee OS eee Ann Arbor 
NIE Oe Deescceeceneeiensd Ann Arbor 
ON, ROE iio iodann ce si Seasesas M 
Jay, Baitd Diss cesvacess Ant Arbvor 
Jenkins, Richard L........./ Ann Arbor 
Jimenez, Buenaventura.....Ann Arbor 
Ae eg en a Serre meer M 
Johnston, Franklin D......Ann Arbor 
pro Paul = OT ed ee M 

PEO, TRGOOS Aisoi6 a obs os.ce sre deicedieas M 
Keller, Arthur P.............cceeeee M 
GUNES, Wise be seweis vcwed Ann Arbor 
Kennedy. John O.....4..-00d Ann Arbor 
Kiehn, eR Re esis eet: M 
Kleinschmidt, Gladys..... Toledo, Ohio 
Klingman, Theophil wacaniacuc eter Ann Arbor 
ee a eS eee Ann Arbor 


Kretzschmar, Norman R....Ann Arbor 
La Fever, Sidney L.......Ann Arbor 


Lampe, ISAG0Te .ecccecceccd Ann Arbor 
ROW, DOM Bavicccscoasves sd Ann Arbor 
SS aa ee ee M 
Lichty, Derman En... sccced Ann Arbor 
Bitte, COO) Bec ccccaccicerss dem Agber 
if owell, TN lw 6.0 ewias wacarter M 
Lynn, Harold P.............. Ypsilanti 
Lyons, Richard H.......... Ann Arbor 
DECEMOVEE.. DOGBEIG Shien ccc sccccesues M 
Mascon, Bar! Discs cces cd Ann Arbor 
Marshall, Mark .........../ Ann Arbor 
Maxwell, James H.........4 Ann Arbor 


McCotter, Rollo E........Ann Arbor 
McEachern, Thomas H.....Ann Arbor 
McKhann, Charles F......Ann Arbor 


ee eee Y psilanti 
Milford, Albert F............ Ypsilanti 
BESINOY, BEGPONE ccs sc ccvccwsecnceseesce M 
Miller, Norman F..........4 Ann Arbor 
Moore, Donald F......osi.coccccacceccs M 
Muehlig, George F........./ Ann Arbor 


Wayne County 


Agnelly, Edward J. .......... Detroit 
Agnew, ‘George | ees Detroit 
suermas, T Feoiicicccciccecce Detroit 
Paperten, Peemeer So oikc ci cdivewceace M 
pO SS er Belleville 
Oe eee Lincoln Park 
Alles, Russell W. ............ Detroit 
Allison, BPO Tees oscwsdeeeous Detroit 








Rundell, Annie Stevens......... Vassar 
pS Se Se eer ee Caro 
ee SO ae ee rer Caro 
NS Ore rene Vassar 
OS a eee Fairgrove 
Starmann, Bernard ......... Cass City 
WORM, TGs ciewinawe caisvienes Vassar 
WE UNNED Wii e tree ie esta deiewmenee M 
Von Renner, Otte... 2... cccccces Vassar 
Murphy, Norman B......<0.6 Bangor 
Penoyar, C. L.........-.S0uth Haven 
MGVTG, PRINS Po..<s0 0:00.00 South Haven 
SS OS eee Gobles 
ee: rr Paw Paw 
TenHouten, ML. |. sacincer eilestiereheciee aviecdlt M 
“POTwuser, BQWitl 2. .09:6 0006s cscs Al 
Uriat, Martin Jo... 600 South Haven 
Williams, a. Reenter Hartford 
Young, Wilham B.....0ccccceses Lawton 
Myers, Dean W.........../ Ann Arbor 
Nesbit, Reed M............ Ann Arbor 
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Galerneau, | Ee Detroit 
MSG, FAPMOE Ben. c.csisscc ccccins Detroit 
Gennam, Arthur M....06...0.500 Detroit 
ee Seer Detroit 
Garner, Howard BB... ....00s Detroit 
Gaston, Herbert B......5..: Dearborn 
Gates, Nathaniel Fi... 2... ccces Detroit 
ee, AUNOE  ciccisic.e-60:s0e we ous Detroit 
Genrimg, Harold W....:60:6 6606. Detroit 
Gebrke, August. EB... 6 cicccees Detroit 
SP Se errr Detroit 
| EP eer T rT ee 
Genter, CHGS Woe ccciessccctsec Detroit 
eae. WOEMOM Asc k vicccccciowes Detroit 
OS a: A een ee ae Detroit 
Gemeroy, i arte sie ear Sraceleiaee-ate Detroit 
ee | ere eerie Detroit 
a Sea Detroit 
ee ee a are Detroit 
Camemte, NiCOle 2... cccdesccciecs Detroit 
Cemmac, Bethy feiss vei ccnss Detroit 
Gilbert, Harold R........5... W yandotte 
SS Se, Serer Detroit 
Gingold. Samuel M........6..0.00¢000M 
Gangrice, Wayne A......5.cccecs vec cll 
Ginsberg, a i Seer) 
ee rer oon 
a eee a Detroit 
Glasgow, ( Getdees Bocas sincccccs Detroit 
Glassman, Samitdel .....ciccccc Detroit 
2 eA a eer Detroit 
Se Se eee Detroit 
Se ae Grosse Pte. Farms 
Glemet, Raymond B........... Detroit 
RO eer Detroit 
Glickman, a ere 
arr Detroit 
Gmeiner, Clarence C........... Detroit 
Goerke, 2 a Reena Romulus 
Goetz, "Angus Wee dienes gies ees Gates eee 
ee, ae | i | 
Goldberg, Se Detroit 
Goldberg, Nathan H............ Detroit 
+ ay __ a eee. 
ee anes | | 
Goldsmith, ee ae | eae Detroit 
Goldstone, eS ee Detroit 
Goliman, Maurice D... 2... ccccccce ll 
ones, ae Detroit 
eS OS: eee 
Goodrich, a esied wala ee Qrknaiaie eee 
Gordon, "John ne Detroit 
Gorden, William H..... 6... .ccccceccDh 
Gorelick, Bees 
Gorning, Raymond P.......... Detroit 
Gottschalk. Fred W......3..ce<e Detroit 
Gould, S. Emanuel... ......0¢- Eloise 
sett, MOCMOR S...6.6:0 cesses Detroit 
Grace, (OS Sere Elvise 
yi Retire acca nee meuausiers Detroit 
Ceamem, Julus A... .<.cceseces Detroit 
Cree, “CNR Foo a oiccid ssceloes Detroit 
Grasewski, Led En ccccccsces Detroit 
Gramiley, William ........c0.0. Detroit 
Geanger. Francie L........6 cies Detroit 
Grant, Plemian §B..0.6. cscs cws Detroit 
Geation, Meet Bac ccc cccckoces Detroit 
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a Arr Detroit 
POG, WHO Bes vccccseeeeas Detroit 
Kretzschmar, ‘ee Detroit 
Krieg, Earl = Sa Detroit 
mrsewer, Mariey Laccscccccccve Detroit 
Kreinbring, George E.......... Detroit 
EE ES rr rrr M 
PWORR, LAWIEREE oi cc cccvcascs Detroit 
a ree Detroit 

s MSPMCNS, PIANC Ass. scececves Detroit 
Kubanek, Joseph L............. Eloise 
Kuhn, Albert Arthur shale Mace Guiiaiera aa M 
ON SS Terr M 
Kulaski, rod _ eee Detroit 
Mawnan, Harold J... .cccccccccccccth 
SS 3S Se ern 
A Sh Se ees Detroit 
mowestorset, Si Avcécccssvvs Wyandotte 
Laberge, Tames MM... ..0ccccncveveies ol 
EOE. 6 Kuo incnsek we caminiers M 
Reged, Gratem Bi... .cccccccescs Detroit 
Be Peste, Alisead Din... scene Detroit 
RA MOMNEE dacececcwneenwes Detroit 
EMG, SONIC ices cc caensewee Detroit 
ee i ers Detroit 
Lamberson, Frank A......-sce0¢ Detroit 
EG es Sere re Detroit 
ee oD, Pee Royal Oak 
SE EP Detroit 
lla, a a ee Detroit 
Rengers, G6. B.. $f.s + cieesaes Dearborn 
ee ee a ere Detroit 
Lenee, Anthony F........06«cees Detroit 
ee ere 
eS a a re Detroit 
Laning, George M............. Detroit 
DMMGNS, BROGE ci cc cccecccveviece's M 
PAP SOE Bbccctecvkeenneneeees M 
Re eS = ae Detroit 
Lash, Michael William.......... Detroit 
Lasley, James William.......... Detroit 
i a le ree Detroit 
eee OS es Detroit 
DANe CNN Wiss wevacieocacwegineeee 
Lauppe, Edward H..........02- Detroit 
Lauppe, Pe TOT. 
ESS ee Detroit 
ee OE errr rrr ee [ 
Lawrence, William C........... Detroit 
Rawat, Waste Bosc cvcuccseccewscnvcoae 
Leneock, Robert C.....cccsscses Detroit 
ees SS i ores Detroit 
SR, (Es, Ns ween weeeenwer Detroit 
Beenie. GOOee Ciicccecicwucva Detroit 
Ledwidge, Patrick L............ Detroit 
ee OS i ey ee Detroit 
LeGallee, George M...........00000+M. 
Lehman, William L...........cecee.M 
PS a a rarer Detroit 
Pa eS eee rrr 
OO eee Eloise 
CMOS, TR Cesisccens cvevedi Detroit 
NG UN aie iva jane 6ace-wioreeacacenelns M 
ae eee Detroit 
eNO, CROPS Bcc cccccnscese cI 
Lemmon, Clarence W.....River Rouge 
BMMCING, THINGS Foc cise cceecse senna ced 
Lenz, Willard R............... Detroit 
Si PW Cacsevenndnsicaes Detroit 
Lescohier, Pee Wace Grosse Pointe 
L’ Esperance, ae Detroit 
eS SE A Sr Detroit 
POUR, TUG. occ ckeseeweas Detroit 
Ravant, AStNe Fe caccvccsccsesenss M 
Bevin, Davi “Moiicccccccccceveusec te 
ROv i, MSCNSS Miicciciciccvcsccessecs M 
ee 2 ee re ee M 
Levine, Ewer wd . ee Detroit 
ROVE, TONER. iccwceweseeeves Detroit 
avy, Marvitt Bo ickccccccccsvoccs Detroit 
ee ee rr Detroit 
ROWs, CRATES TWesiccccicencses Detroit 
Lewis, es Pitteukone sane Detroit 
OS Serene mere ee Detroit 
Lewis, J. emacs 3380S eres 
Lewis, Wilfred John................M 
Libbrecht, Robert V............ Detroit 
eS) Se eae Detroit 
Lichtwardt, Hartman A........ Detroit 
ROOM TR. Banc. sos oe cacecacs Detroit 
Fe ee Se ee ae Detroit 
Laghtbody, James J......00.60 Detroit 
Lignell, Rudolph ......cccece Detroit 
Pat, SEUNG. Bit <siewesecceacen Detroit 
Sa WORM. Dirieéc anew <craces Detroit 
Oe OS eer ee Eloise 
Lipinski, a er Detroit 
DR NN, Bis ca cu dcen ag esses Detroit 
Rapoeid, Paul Fh... 6c ccc ceeces Detroit 
LAVOEMURE, LOis S..c kc cece cee Detroit 
Laveneston, George D... ....<5. ccc cscce M 
Lockwood, Bruce C............ Detroit 
BOEMVOME, TOMES Boni cccccccescus M 
Re MND Ges cewciicns acme Detroit 
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» John J... 1. cece eee eee eeee M 


Loranger, Guy | SER ns: 
__ Sat es Matt es M 
SS eee: 
Lorentzen, Edwin H i 

rere 
Thomas b suaeuatest aeanaate Detroit 
Lowry, F cal _ errr: i 
aot rene ee ee 


Mabley, J. Donald 


MacArthur, Robert A aan gi Spi nsege Detroit 
MacFarlane, Howard W 


Mack, Harold. Cc 


actontin yaoi | ere Detroit 
Mackenzie, WG. 3 i 


. , James | re M 


Mahlatjie, Nathaniel M iecernplareee Detroit 
Mahoney, Hugh M............. Detroit 


ee 


EE icias an axcvoscuniel N 
Mae, BGWard A... cc cccvccces Detroit 
ENGR INE BEvkécccc cc eencsmens Detroit 
Malina, Stephen 
Malone, Herbert 


Mancuso, Vincent 
DESUIMOTE, TECK Dio se cs ccwceseaeuis M 
Manning, Morey H i 

i ( SA Detroit 
OE ee M 
Marcotte, Oliver 2. ...ceececees 


Mark, Jerome ce ceerss tent ae 
Markoe, Rupert C. 


SS 2 ae Detroit 


> BO. F ceaeaareaekieuaeall 


BG koa oaewsi a Seredqareaunee se M 
Mason, Percy ,, eT ree 


May, Earl W.. T., ; ‘Sr ceameabiaaies 
| Seer 


Mayer, Ww illard D 


McAlpine, Gordon S 
McClellan, Robert J So wineaetea 
McClendon, Tames J 


McClure, Robert W 
McClure, Roy D 
McClure, Wm. R 
McColl, Charles W 
So ee, ree Detroit 
x ere Detroit 
pO errr ae M 


ee ee ee 


McCormick, Colin C.......... Dearborn 
McCormick, Crawford W i 
McCormick, Frank 
Se 2 ere Detroit 


McDonald, Allan W.... 660.05. Detroit 
McDonald, Angus L............ Detroit 
McDonald, George O........... Detroit 
McDonald, Sh ree 
McDougall, Bermara Wu: ccs Detroit 
MECGEVAR, Fi Woeiivicvs.cieesnees Detroit 
MeGarvah, Joseph A.....0cccccsece MM 
McGavran, ee Detroit 
McGinnis, Daniel H............ Detroit 
McGlaughlin, Nicholas D...........M 
McGough, Joseph M................M 
MeGraw, Arthur Bein.occccscccccosccclll 
NECONISWAM, FAI 6.6 6iciccsevasiccawec ll 
McGuire, M. Ruth... 2.066808 Detroit 
McIntosh, . ea Detroit 
bacteam, G. Thomas... .nccciccicccce cM 
McKean, ere M 

McKenna, Chas. hae - 
McKinnon, (SS > ee eae Detroit 
MeLane, Harriett E......... 6.0.00 Detroit 
PRCECAM, PIOG Woo ccc cc ccescvnaeccelll 
MeLean, Harold G............65. Detroit 
MECEMOTSOR, TE. Voc aiciccscovcics Detroit 
McQuiggan, Mark B........... Detroit 
Le a SE : ere Detroit 
ee SS ee err ee Detroit 
a | ee err Detroit 
REGO, Start Ficciccc cc cceves Detroit 
Meinecke, Helmuth A.......... Detroit 
Preteen, Eiymat Sy... scccecees Detroit 
Menagh, Frank R..........¢8s06 Detroit 
Mendelssohn, BR. Ja... sc cccseecee Detroit 
Merkel, Chas. C....... Grosse Pointe 
DORE. WE GR Gioia ecss ee eee sie s waneve Detroit 
Meerritt, Barl Gu... cccccaces Detroit 
Metzger, Harry C..........0.0..060. Detroit 
Meyer, Ruben pin Dahevalandre quia araes Detroit 
MEOVOUS,, Tl Wis: ais. 6 accv ain saccaneaceod 

Meyers, aa RBG dtd waarmee 
a Se err Detroit 
Master, Phamel Fla... oc ccscccese Detroit 
en a, ne 
Weeer, Fase Lin occ s cic cesesie Detroit 
OS Oo eee errr 
Miller, Maurice P............. Trenton 
Meeser, Myron Fi... oo050..08s Detroit 
i nea 
Miller, Wm. Ernest............ Detroit 
Wetee, CUMION Coe 5 66 6566000 neeccnelll 
Mills, Georgia Vu... ceciccecs Detroit 
Mintz, Bdward 1... <0. 6.0600 Detroit 
Miral, Solomon P.............. Detroit 
Mishelevich, Se Detroit 
Mitchell, ee eee Detroit 
Mitchell, wn Be iscmacoucaten Detroit 
Mitchell, W. Bede..................M 
Moehlig, Robert C............. Detroit 
Mroesides, Vo. Picisciccccsccwsee' Detroit 
Moll, Clarence D.............. Detroit 
Molner, | a ae Detroit 
Moloney, | see 
Mond, E dward ...s.e.ecececess Detroit 
Montfort, i : ees Detroit 
Montgomery, John C.......... Detroit 
Montante, Jos: | a 
Moorehead, Matthew T........ Detroit 
Morand, Louis | ee Detroit 
Morgan, Donald a Detroit 
Moriarty, George ............ Detroit 
Morin, John | _ ESE ear eh Detroit 
SS i er Detroit 
MROTIEY, TRAKONE Voc 5.ssc ics cesses ccul 
Morley, James A......000. 00+: Detroit 
Morris, Harold L.............. Detroit 
Morrison, Marjorie G. F.......Detroit 
Morse, ee ecduce Detroit 
Morton, LS err 
Morton, i), ere Detroit 
Mosee, W. Jones.........00e0- Detroit 
Nreeen, MWiax The cickc csc cvcveacs Detroit 
OS 2 eee eee Detroit 
Moss, gl OS i bien overhangs Detroit 
mot, Cartim Poicaiccccccscsaes Detroit 
Muellenhagen, YW a ee Detroit 
a ae a enn er Detroit 
Muntyan, pee Ligaen’ aawieters Detroit 
) i a en rs 
Murphy, Prank Ju... << os cccesses M 
MeUrphy, Fotis DW... .ci6cccs ccc ciewesce Ml 
Murphy, Scipio G.............. Detroit 
ReUrpny, We Meg occ ieee cccaewe Detroit 
Murray, George M.........0.2. Detroit 
Murray, William A............ Detroit 
i a 7 a | er M 
eo >it Detroit 
Beevers, “GeO, Fennec ks bc seiens Detroit 
Myers, Gordon B.............. Detroit 
DI, OE ie: 5 ec a area wrarbiorincagiolen’ M 
ee SS eee Detroit 
Naud, Henry a ee 7 Detroit 
Wawotha, Bo Pac. ocs.cncnasaee Detroit 
Naylor, A. in a or ee Detroit 
Naylor, EIR: Detroit 
Neeb, IPT 6 cckanakedaceeee M 
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Nelso1 
Nels« y1 
Nelso! 
Neum 
Newb 
Newc 
Newn 
Niels 
Nichi 
Nick« 
Nick 
Nigr 
Nill, 
Nill, 
Noet 
Nolt 
Nor‘ 
Nor 
Nor’ 
Nor 
Nor 
Nov 
Nov 





Snipton, W. Harvey... is ccccess Detroit 
DE, SME cecdcccuneves Detroit 
OSS Se Serre Detroit 
Shotwell, DUNE: Wess sicenowea Detroit 
Shulak, Irving itécictcascccepewaeue 
ae Detroit 
On ee ere Detroit 
sewer, Baward Fe..s6cccccces Dearborn 
OE HEE Bae v.vndcsveeceuccunywoue 
SOGNORe, WHMEEOE Bisse veccccesec Detroit 
OO eae M 
ee bere Detroit 
Silvarman, Ag. See eee Detroit 
Silver, Israel W............0-- Detroit 
Saiwormat, BM Min ccccssccscece Detroit 
Se eee Detroit 
Simons, SS rarer M 
Simpson, rig kw ee wows ese Detroit 
ee a ee ee Detroit 
DUO, GOOERE Wee cciiccvceves Detroit 
ee ee Detroit 
Skinner, OE Detroit 
eB ee Detroit 
OS 
sarzycki, Stephen S..... 0c Detroit 
SD i aa eee Detroit 
SS See ee 
ET, WOM Bik s sec ecw canes Detroit 
ee ee Detroit 
Slaughter, Fred = Diab ally aim wea Detroit 
Slaugenhaupt, et le an ah.agh nae tone Detroit 
Slazinski, Leo We Pia ocuceh a araacara wae Detroit 
Slevin, — | ere 
Slipson, rere Detroit 
Swim, Pawar Fi. cccccccessececs M 
RE es eri ainan ewe wien M 
ee SS er Detroit 
Smeltzer, OS ae ee 
SUM, FF. JAMO ..ccsccccccceee Detroit 
Se: eer ren M 
Smith, ‘Crerrit Calwim.......e.c Detroit 
a ee ee Detroit 
Oe a ere Detroit 
ae | er Detroit 
Smith, J. Campbell........... Detroit 
Smyth, Chavtey J. aoc scccccecccs Eloise 
Snedeker, Bernard C................M 
Snow, ok Pre 
omnyder, Arthur M............. Detroit 
oo ee! ero Detroit 
OCMM, CONIOD Bose ceciecevccencage ss M 
Sokolov, Raymond A... ..sececs Detroit 
Somers, _. .. { aA 
Sonda, a iat amandamabatet: Detroit 
DOGOEE, BRUNO Bisccccvcviivcvavenencte 
DOUGR, ANGTEW 2060s cwcsces W yandotte 
Spademan, Loren C............ Detroit 
seetame. Baward D...ciccccevcccce Mh 
"Se i Saree Detroit 
pe Sa Se ere M 
Sparling, Irene L. . Northville 
OGM, GOPIOE Ciieic sic cccc cece ees Ecorse 
SOC ONT, BEMUTC Foc oicccccsescsanevc M 
| mag |. EE? Detroit 
opero, Gerald D.....cccccccese Detroit 
Sperry, Frederick L............ Detroit 
ee SS eae 
oe a 2 ere Detroit 
rere ee 
MUN, TE Meee ccaeawcdn enw Detroit 
Spurrier, Ethelbert ............ Detroit 
i a RE ore Eloise 
Stafford, Frank W. J........... Detroit 
Stageman, (S28 eer 
talker, Hugh .....6.0.; Grosse Pointe 
Stamell, SS POOR ee OCCT ee M 
Stamos, Harry F.........0..cee+0++M 
Stanton, eS aaa Detroit 
Stapleton, William J., Jr....... Detroit 
mearen, Ememes Co... cccccscces Detroit 
Stefani, OE Re Pre Detroit 
Stefani, ee RT ee 
STON, MOONE: BR so ikiceaccc wee okenes M 
ee OS Seer M 
ree Detroit 
rr Ferndale 
OS. | a ree enn 
Steinbach, Henry B........... Detroit 
Steinberger, Eugene .......... Detroit 
NE, BOE Bis ccccecase dees Detroit 
SE MI ok tia ea ok cm nud Garek Weleen 
eGuNarGt, Milton Jo..s.ccccvecccceslh 
Stellhorn, Chester E........... Detroit 
Stellhorn, Mary Christine...... Detroit 
Sterling, Lawrence ........... Detroit 
sterling, Robert BR... ccc cc ccses Detroit 
OREM, DEWETE Aes ccccsiccccvee Detroit 
eS eee Detroit 
Stern, Leonard H............- Detroit 
NE OE er Detroit 
Stevens, i Seer Detroit 
Stewart, Thomas O............ Detroit 
merune, Alex MM... oc ccccscces Detroit 
wtonpne, Godivey D.....cccccccceccce M 
Stockwell, > ee eee, 
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OMI GE Ba itscenendcamnge Detroit 
Stokfisz, , ee rere ee Detroit 
Stolz, e Repeeepagareee Detroit 
SOOGE, EMUMOY Bho des ccesvcns Detroit 
Straith, a ere Detroit 
Sevsemer, Hemty Dink ccccccccs Detroit 
er M 
Strohschein, yy eee Detroit 
ES ie, Ae eee ences Detroit 
Stubbs, DENN Wikis sncncecods Detroit 
ae ae ee ee Detroit 
Semmrmee, Bearews Fi... .ccccccvnsess M 
a eS Detroit 
Summers, William S.......... Detroit 
Se Se ere Detroit 
a re Detroit 
Swanson, PE resscnagca’ Detroit 
Swanson, er kanekas eawewen Detroit 
Se rrr es Detroit 
a ere Detroit 
ewiiser, Bertrand C..cccccceeces Detroit 
Sypnax, CHASES Se. Flee soe ccces Detroit 
BONUOGNVOR, DEIR Lic ccccssees Detroit 
Se eee errr 
Szilagyi, Emerick ree Detroit 
DGEMOEE, W. Raviscscccnevespecces M 
a errs Detroit 
Ji a A, ee Detroit 
ik Si Serer Detroit 
cS errr Detroit 
pS eer Detroit 
Tatelis, MEME 63. a Gages nemedian Detroit 
EE, EE Ty oo weed ain ee ewaweneee N 
ROOTS, TOME Bissccsccccseevuzens M 
Taylor, Reu Spencer.......... Detroit 
po > are M 
Teitelbaum, Myer ........---sseee- M 
pC a ee. eee 
Tenerowicz, Rudolph G........... 
Washington, D. C. 
Test, Prederick C., TP... ...cc etroit 
Sete, TO Cikcccccacsess Detroit 
Tnomes, Alfred Ba....cccecsce Detroit 
Thomas, OS ee Detroit 
SOONG, DUO Wiekecsncccccees Detroit 
Thompson, oo * eee Detroit 
Re a Detroit 
Thompson, H. v3 Sraatan o dkaualibiieda Stara M 
Thompson, James B........... Detroit 
TROON, (Ws. Bic cscvciccacens Detroit 
Thomson, Alexander ......... Detroit 
Thosteson, George C.......... Detroit 
‘Dratom, Bammer Ga. coos ccksecccccc de 
Tichenor, } eee Detroit 
i a a eee Detroit 
Ja i Sk. Sere ee Detroit 
pe. a, | a rere Detroit 
Townsend, Frank M........... Detroit 
Townsend, Kyle E.....6600cvcce- Detroit 
Trask, Harry Diane sate naielaroin Detroit 
Tregenza, W. Kenneth........ Detroit 
Trimsty, Granville J... .ccceess Detroit 
fg a SS ere M 
Trombley, SN aiitaaeceeiacww are Detroit 
Trombley, Josepn J., Jr..ccseccsccc cI 
SPOKEN, DUMB Chico cicsiciccicicces Detroit 
RE, SSO Bee bi sccceccceswemeits M 
‘TRaGEROWENE, Ba Giieccccccsccascwccs M 
Trythall, S. Ta a wanda Detroit 
Tufford, Norman G............ Detroit 
Tulloch, MN dod oan were eavesremaaines M 
ROE, ME No asa sinc cacenous Detroit 
FUrMett, CAGES Wicc cc vcvcecce Detroit 
‘Tereotte,. Vancent Joecsccccves Detroit 
rr Detroit 
Dermer, Alexander La.csceccwes Detroit 
Tyson, William E. EB... 6eciec Detroit 
TTT Detroit 
Ulbrich, Tenry La... .ccsecese Detroit 
CNG, PAOPONE Wess cccncesceee Detroit 
yo ae: rin 
Umphrey, Clarence E.......... Detroit 
Usher, Willtam Bay... ...c.csecs Detroit 
wee. ©. To 6c cacceecus Detroit 
es SS aa Detroit 
Wem Beoemere, La Bi. ccccccces Ecorse 
Van de Velde, Honore......... Detroit 
VanGundy, Clyde R........... Detroit 
Van Heldorf, PIRELY 5c ccccces Detroit 
Van Nest, rs vngaaade Detroit 
Wak TCG, GiGGOG so ccc cccvees Detroit 
Vardon, —_—s 1 Ea * Detroit 
Vasu, i, Stetnaeeepbeneze Detroit 
Vergosen, , : ee 
a ee eee 
Voegelin, Adolph E............ Detroit 
Voelkner, George H........00c00% Detroit 
Vogel, Hymen asain ai acu Seika Detroit 
Veles, Bston Bu. ccciscccccce Detroit 
Von der Heide, EB. C...ccccees Detroit 
Voosnews, Weeer J... .cccccess Detroit 
CO Se i, ae ee ee Detroit 
Vreeland, C. Emerson......... Detroit 





Waddington, Joseph E. G...... Detroit 
Wadsworth, George H..............M 
Waggoner, C. Stanley......... Detroit 
Waggoner, Lyle G.. . 2. ccccess Detroit 
i. ae renee Detroit 
Walabott, George L.........065:00: Detroit 
Walker, Enos _ a eee. 
Wo ee ee eee Detroit 
Walker, Serre Detroit 
Wallace, S. e Willard. ee ee. 

Walls, ; 0 RES eae eee J Jetroit 
Walser, Howard Carleton...... Detroit 
Waten, Charles BR... ...ci<ccccese Detroit 
Warn, Prameis Bi...ccsciecs. Detroit 
Walters, Albert G............. Detroit 
eS 2 See Detroit 
Wander, W _ _ a ee Detroit 
Ward, Ww LOREM Ghetet fre Bide Aids ibl oe tects Mia Detroit 
W arden, aoe i Wee ware Detroit 
i ae Jetroit 
Warren, W adsw NIE: cic abiniess Rtucieaee eed ee 

Wasserman, Lewis C........... Detroit 
Waszak, C harles . A Re te Detroit 
Watson, Dowugies Foe. ccccscccocccdll 
Watson, Harwood G........... Detroit 
Watson, iy MMRURUIR 6 5: 50:ewiee beeen Detroit 
Watson, Robert W...... Highland Park 
i.  _ Ae Ae eee M 
Watts, Frederick ts) 
ae ee Sree Detroit 
Ws OME TNs. 6.65: 4se: saiereeeeiais sina 
J a ee See Detroit 
Weaver, Clarence E........... Detroit 
Webster, (>) Sere 
Weed, Milton a rere. 
Wehenkel, oes . ee Detroit 
Weiner, M. ee ee ee Detroit 
W eingarden, AM avid eye Detroit 
Weisberg, A, Allen................] 

Weisberg, Jacold . «..6 ssc cccccccccsclll 
Wetsenthal, Irvin «.ie.esscscs Detroit 
Weiser, Frank A............... Detroit 
LO ae a eer enmne 
W elch, (Sees Detroit 
Weller, eS eee Detroit 
Wellman, Waldron W.......... Detroit 
WHOIS, BROPENE 66 cok ccvccocccee Detroit 
Weltman, Carl .ccccccccsacwes Detroit 
Wendel, Jacob &........0000060000 Detroit 
Wenzel, [acod Fon cccicccvesses Detroit 
Wershow, Max 606 sicscscecses Detroit 
West, Howard Gaige.......... Detroit 
Weston, Bernard .. 2... cccecees Detroit 
Weston, Earl E........ Highland Park 
Weston, er een 

Westover, Charles .......... Ply aa 
Weyher, Russell F............. Detroit 
Wratett, ING Voc cei cciecievesces Detroit 
Whinnery, Randall A.......... Detroit 
WEEE, GU Wee cicsewsecwvicae Detroit 
White, Milton W.......0scce.. Detroit 
White, Prosper: Eh.) Joes. s.00:0000i5e000 Me 
White, Theodore M............ Detroit 
iS eee 
Whitehead, Walter K.......... Detroit 
Whiteley, Robert K................-M 
Whitney, Elmer L........0600006 Detroit 
Whitney, Rex | reer 
Whittaker, an er Detroit 
i a Se en Detroit 
W ickham, Ps Ba iaxaecteascaacaearara Detroit 
Wiechowski, Henry E.............--M 
OS A: SEO 
Weient, Feed Dee cvccescéwseces Detroit 
i Se a Sr 
Weemmeon, Aa Pacis 'sicweeves'e Detroit 
Williams, ‘C. | ee ers Detroit 
Williams, Mildred C........... Detroit 
Williamson, Edwin M..............-M 
W ~/?. a5 BO Ci caicwnavas Dearborn 
2 eS. ars Detroit 
Willson, Wesley Ire re. 
Wilson, Charles Stuart........ Detroit 
Wawem, Geraid Au... ...c cccksces Detroit 
Wilson, James Leroy........660 Detroit 
Wasom, TORR Den .scccsscicoss Detroit 
Cl a) ree. 
Wilson, Walter J.........-e0: Detroit 
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The 1943 Michigan Legislature passed Act 204 to 
regulate the sale and possession of barbituric acid and 
any of its derivatives, chloral hydrate, or paraldehyde. 


Section 1-b reads: 


“Licensed physicians, dentists and veterinarians may 
dispense or prescribe barbituric acid and any of its 
derivatives, chloral hydrate or paraldehyde: Provided, 
That a record of all such dispensations, except adminis- 
tration to a patient upon whom such physician, dentist 


BARBITURIC CONTROL ACT 





or veterinarian shall personally attend, shall be kept 
showing the date when issued and bearing the name 
and address of the patient for whom, or the owner of 
the animal for which the drug is dispensed, which 
record shall be open to inspection by any officer of any 
organized police force of this state or any prosecuting 
attorney or his investigators.” 


Act 204, P.A. of 1943 (which becomes effective July 
30, 1943) will be published in full in the June MSMS 
JOURNAL. 











Do you know about the recent changes in the Work- 
men’s Compensation Act as amended by the 1943 
Michigan Legislature, and how these changes may affect 
you? 


1. The Act provides for increased liability on the 
part of the employer for medical care. The period has 
been increased from ninety days to six months with an 
additional six months possible at the discretion of the 
Commission. 


2. The Act provides compensation for all occupa- 
tional diseases (blanket coverage) in contrast to the 
thirty-one occupational diseases scheduled in the old 
law. 


3. The Act provides for waivers for silicosis and 
other dust diseases under special circumstances. This 
clause practically makes it mandatory for each industry 
to adopt a medical program for self-protection. It now 
only compels management to examine all new em- 
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ployes but also those now employed, since industry 
becomes liable for all dust diseases of the lung not 
formerly covered by the old law. Prior to the enact- 
ment of the 1943 amendment, silicosis was compensable 
only in the mining industry. Similar cases now exist- 
ing in other industries become compensable and if not 
discovered by medical examination and a waiver ob- 


tained, the company becomes liable. 


Written request for such waiver must be filed with 
the Michigan Department of Labor and Industry on or 
before 120 days from July 30, 1943—the effective date 
of the new law. 


If a worker is not examined the company employs 


him “as is” and becomes liable for compensation. 


Further information relative to this law (Act 245, 
P.A. 1943) may be obtained by writing the Industrial 
Health Committee, Michigan State Medical Society, 
2020 Olds Tower, Lansing. 

































+ YOU AND YOUR BUSINESS * 


PROGRAM OF MATERNITY AND INFANT 
CARE FOR WIVES AND INFANTS OF ENLISTED MEN 


The First Deficiency Appropriation Act of 1943, ap- 
proved March 18, makes available $1,200,000 for the 
period ending June 30, 1943, for grants to States to 
provide medical, nursing, and hospital maternity and 
infant care for wives and infants of enlisted men in 
the armed forces of the fourth, fifth, sixth and seventh 
grades. Allotments would be made by the Secretary 
of Labor based on plans developed and administered 
by state health agencies and approved by the Chief of 
the Children’s Bureau. Those benefited would be the 
wives of privates, privates first-class, corporals, and or- 
dinary sergeants—and comparable grades in the Navy, 
Marine Corps, and Coast Guard. 

Additional funds for the same purpose, not in ex- 
cess of $6,000,000, would be authorized by a Congres- 
sional bill (H.R. 2041) pending in the House Commit- 
tee on Labor. This specifically states that the facilities 
shall be provided by or through official State or local 
health agencies; it also provides for codperation with 
the medical, nursing and welfare groups and organiza- 
tions. 

Plans for administration of the program are being 
considered by the MSMS Child Welfare Committee 
and the Maternal Health Committee, at the invitation 
of the Michigan Department of Health. The develop- 
ment of a workable plan, to insure the best type of 
medical service for the recipients of this bounty and 
to preserve the physician-patient relationship, will be 
announced by The Council, after it has studied the 
recommendations of the two State Society 
now working on the proposed program. 


committees 


* * x 


NO RECORD REQUIRED IN 
“ADMINISTRATION” OF NARCOTICS 


Are practitioners of medicine required to keep a 
record of narcotics dispensed to persons upon whom 
they are in personal attendance, in the course of their 
professional practice? 

The answer to this question, as interpreted by the 
U. S. Bureau of Narcotics, is as follows: “If a physi- 
cian dispenses directly to a patient a dose of narcotic 
drug at the patient’s bedside or in the physician’s office, 
such administration of the narcotics is in the course of 
personal attendance, and, assuming, of course, that the 
administration is for a bona fide medical purpose, no 
record is required to be kept of the dispensing of this 
dose of narcotic drug. Should the physician leave a 
number of narcotic tablets at the patient’s home or 
deliver to the patient in the doctor’s office additional 
tablets for subsequent administration by a nurse or rela- 
tive of the patient, in accordance with directions left 
by the physician, such as might be done in the case of 
a person suffering from malignant cancer, the Bureau 
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is of the opinion that the physician is required to keep 
a record of the narcotic tablets thus left for subse. 
quent administration.” 

This interpretation was verified by the U. S. Supreme 
Court in the case of Peter Young vs. United States of 
America, decided February 2, 1942. 


* * 


COMMUNICABLE DISEASES EXCLUDED FROM 
CRIPPLED-AFFLICTED CHILDREN ACTS 


“Are indigent children suffering with pneumococcic 
pneumonia eligible for State aid under the Afflicted 
Children’s Act?” 

The answer to this inquiry received from a member 
is “No.” The reason is that such a pneumonia is con- 
sidered a communicable disease and the Afflicted Child 
Act, in Section 9, states: “Any child who shall be di- 
agnosed after admission as a crippled child as defined 
by the crippled children’s act, or as suffering at admis- 
sion only from acute pulmonary tuberculosis, or only 
from any other communicable disease, or only from an 
incurable mental illness or defect shall be retained in 
the hospital under this act only for such period as may 
be necessary to discharge him to his home or to the 
jurisdiction of some other state act for the care of af- 
flicted children. Appropriate rules and regulations may 


be adopted to effectuate the transfer of patients pursu- 
ant to this section.” 


The expenses of all such cases are charged back 
either to the county or to some other state agency. 
The same applies to crippled children by rule of the 
Crippled Children Commission. 


* * 


MICHIGAN’S INDUSTRIAL MEDICAL- 
SURGICAL CONFERENCE. A SUCCESS 


Four hundred five (405) was the total registration 
at the Postgraduate Industrial Medical and Surgical 
Conference of April 8, held in Detroit and sponsored by 
the Industrial Health Committee of the Michigan State 
Medical Society. The audience included doctors of 
medicine, nurses, hygienists and representatives of labor 
and industry. The program was stellar in quality fea- 
turing such eminent lecturers in the industrial medical 
field as J. G. Townsend, M.D., Bethesda, Md.; Louis 
Schwartz, M.D., Bethesda, Md.; C. M. Peterson, M.D., 
Chicago; R. D. McClure, M.D., Detroit; Max Burn- 
nell, M.D., Flint; Frank F. Tallman, M.D., Lansing; 
J. J. Bloomfield, Bethesda, Md.; Andrew T. Court, De- 
troit; E. P. Chester, Hartford, Conn.; L. J. Carey, 
Detroit; John W. Gibson, Lansing; and John L. Lovett, 
Detroit. 

The five round-table held immediately 
after the “standing-room-only” luncheon, had capacity 
attendance. The leaders of these question-and-answer 
periods were: H. H. Riecker, M.D., Ann Arbor; Louis 
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The chemical compositions and caloric 
values of these two types of KARO are 
practically identical. 

Therefore the slight difference in 
flavor (hardly noticeable in the milk 
mixture) in no way affects the value of 
KARO as a milk modifier. 

Either type may be prescribed for 
prematures, newborns and infants. 





How much KARO for Infant Formulas? 


The amount of KARO prescribed is 6 to 8% of 
the total quantity of milk used in.the formula— 
one ounce of KARO in the newborn’s formula is 
gradually increased to two ounces at six months. 


CORN PRODUCTS REFINING CO. 
17 Battery Place « New York, N. Y. 


YOU AND YOUR BUSINESS 
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Schwartz, M.D., Bethesda, Md.; B. J. Hein, M.D., To. 
ledo; Parker Heath, M.D., Detroit; and Carl Badgley, 
M.D., Ann Arbor. Participants in the conferences were: 
Frank N. Wilson, M.D., Ann Arbor; H. H. Gay, M.D., 
Midland; Harthur L. Keim, M.D., Marion Jocz, M.D., 
George Van Rhee, M.D., Earl G. Kreig, M.D., Donald 
W. Hedrick, M.D., W. T. Krebs, M.D., Jacob Man- 
ning, M.D., A. H. Whittaker, M.D., Joseph G. Molner, 
M.D., all of Detroit; S. W. Donaldson, M.D., Ann 
Arbor; and Mr. James L. Hill, member of Department 
of Labor and Industry, Lansing. 

At the banquet, Mr. Charles F. Kettering of General 
Motors, Detroit, presented a very interesting and witty 
address which was extremely thought-provoking to 
the large number of medical men in attendance. 

The meeting was attended by physicians from many 
parts of the country, including Regina, Sask., Canada; 
South Gate, California; Bristol, Conn.; Meridian, Conn.; 
Washington, D. C.; Chicago, Ill.; Melrose Park, IIL; 
Anderson, Indiana; Indianapolis, Ind.; Kokomo, Ind.; 
Muncie, Ind.; Baltimore, Maryland; Crookston, Minne- 
sota; Kansas City, Mo.; Buffalo, N. Y.; Lockport, N. Y.; 
New York City, N. Y.; North Tarrytown, N. Y.; 
Rochester, N. Y.; Saranac, N. Y.; Syracuse, N. Y.; 
Glenridge, N. J.; Harrison, N. J.; Linden, N. J.; 
Newark, N. J.; Rahway, N. J.; Trenton, N. J.; Cleve- 
land, Ohio; Dayton, Ohio; Lima, Ohio; Norwood, 
Ohio; Toledo, Ohio; Vandalia, Ohio; Warren, Ohio; 
Oshawa, Ont.; Walkerville, Ont.; Windsor, Ont.; Phil- 
adelphia, Pa.; San Antonio, Texas. 


* * 


TEMPORARY EXPEDIENTS 


Seductive arguments are put forth favoring the 
lowering of educational standards in order to hasten 
the graduation of a larger number of medical students. 
Sympathies of legislators and governmental officials 
are played upon, to induce them to relax the restric- 
tions on the practice of medicine, and to permit prac- 
titioners whose qualifications are questionable or 
unknown to practice under a “temporary license.” 

A wise man once said‘ that there is nothing more 
permanent than a temporary expedient. Men are prone 
to follow the line of least resistance and to permit the 
temporary expedient to become permanent policy rather 
than to fight to abolish it. Reducing the quality of 
service, lowering standards of education, and relaxing 
laws governing qualifications and licensure of practi- 
tioners would be simply playing into the hands of 
charlatans and incompetents and worse, and cannot 
be justified on grounds of temporary necessity or ex- 
pediency. 

Temporary expedients may sometimes be necessary 
to meet present emergencies, but let us not forget 
that such expedients should be temporary; let us not 
be beguiled into believing that a temporary change in 
direction should take the place of our permanent, long- 
range course. This applies not only to the professions. 
Every citizen of this Republic should recognize this 
principle, for the problems of the professions are es- 
sentially the problems of America. We all belong to 
one Commonwealth which has prospered and grown 
strong under the “American way of life.” It is a prime 
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duty of us at home to see to it that temporary ex- 
pedients are abandoned when the emergency is past 
and that the soldiers come back to the kind of America 
for which they are fighting—STePpHEN H. BAxtTER, 
President, Minnesota State Medical Association, 
Minnesota Medicine, March, 1943. 


NATIONAL HEALTH COUNCIL 

A National Health Advisory Council was organized 
in Washington, Februrary 5, 1943, to project and carry 
out a broad program looking to health conservation 


as one of the most important factors in winning the 


war. 

The Council was created by the Chamber of Com- 
merce of the United States to consider national health 
problems in relation to the war program. 


The meeting was opened with a statement by Na- 
tional Chamber President Eric A. Johnston, which said: 


Disease and physical disability in war production 
constitute one of the most serious threats to speedy 
victory. Medical authorities estimate that a _ well- 
thought out program, vigorously carried out, could 
add the full time of as many as one million workers 
to the war program. We must disarm and defeat 
disease on the home front if we are to make early 
victory possible. Even partial conquest in that direc- 
tion would add greatly to the nation’s manpower 
resources, now presenting one of the war program’s 
most difficult problems. 

“And, aside from the direct benefits accruing to the 
war effort from health conservation, we must consider 
the staggering cost of disease. Together with physical 
disability, it is taxing the American people $10,000,- 
000,000 a year. This tax everyone pays and no one 
gets. It is a 5 to 10 per cent drag on war operations.” 


General chairman of the Council is Dr. James S. 
McLester, professor of medicine at the University of 
Alabama, who outlined the contemplated nationwide 
program. He said: 


“The plan is for a broad educational effort designed 
to raise the nation’s health levels. Once established, 
it is earnestly hoped these levels can be maintained 
after the war is won, as a means of continuing im- 
provement of the national welfare. 


_ “Tt is intended to promote both within and out of 
industry personal health, safety, nutrition and physical 
conditioning, with particular emphasis on war emer- 
gency needs and conditions. The program will be made 
available widely to industrial organizations, chambers 
of commerce and communities. In any community it 
can be applied to reduce work absence, raise the morale 
and increase the physical effectiveness of workers and 
to assist their families in problems of health, diet, 
illness and nursing. 


“War Production officials are appealing to War Pro- 
duction Drive Committees, of which there are nearly 
2,000 in war plants, to keep the American workman 
healthy and fit, so as to gain man hours in production. 
Only healthy workers can supply the needed drive to 
keep our armed forces supplied with the implements 
Ot war. 

“Few investments can yield the returns that will 
come from an aggressive effort to better the national 


health,” 

Members of the Council from Michigan are Dr. 
Henry F. Vaughan, University of Michigan, represented 
by Dr, Nathan Sinai, and Dr. John J. Prendergast, 
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DEFINITE UPLIFT 
FOR THE HEAVIEST 
PTOSED BREASTS! 


This Spencer Support 


Holds Breasts in Natural Position 
Without 
Constriction 


Above: Patient before 
wearing a Spencer Breast 
Support. 

At right: Same patient 
in the Spencer Support 
designed especially for 
her. Firmly anchored to 
her figure in back and 
through diaphragm, it 
will not ride up or place 
the slightest strain on 
shoulder straps! 


IMPROVES CIRCULATION of the blood 
through the breasts, lessening the chance of 
the formation of non-malignant nodules, and 
improving tone. 

PROVIDES COMFORT AND AIDS BREATHING 
when worn by women who have large ptosed 
breasts. 

AIDS MATERNITY PATIENTS by protecting 
inner tissues and helping prevent outer skin 
from stretching and breaking. 

HELPS NURSING MOTHERS by guarding 
against caking and abscessing. 

Individually designed for each patient. 
Spencer Supports are never sold in stores. For 
a Spencer Specialist, look in telephone book 
under “Spencer Corsetiere” or write us direct. 


SPENCER ominuaity 


DESIGNED 
Abdominal, Back and Breast Supports 














SPENCER INCORPORATED, 

137 Derby Ave., New Haven, Conn. May We 

In Canada:. Rock Island, Quebec, Send You 

In England: Spencer (Banbury) Ltd., Banbury, Oxon. Booklet? 

Please send me booklet, “How Spencer Supports 

Aid the Doctor’s Treatment.” 
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Aerial View 


The Sawyer Sanatorium offers 
facilities for the treatment of pa- 
tients suffering from Nervous Dis- 
eases, Mental Disorders, Psycho- 
neuroses, including Involutional 
Psychoses; Arterio-Sclerotic, Se- 
nile and Adolescent Mental Dis- 
orders; Paralyses; Cardiac, Car- 
dio-renal and Hypertensive Nerv- 
ous Conditions; and the various 
manifestations associated with 
them. 





Housebook giving details, pic- 
tures and rates will be sent upon 
request. 


Telephone 2140 
Address: 


SAWYER SANATORIUM 


White Oaks Farm 
Marion, Ohio 





Medical Director and 1st Vice President, Ch; 
Corporation, Detroit. 
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Reports were made by three committees of the 
council. The committees and their chairmen are Com- 
munity Health Committee, Dr. Smillie; Industrial 
Health Committee, Dr. Bristol; and Individual Health 


Committee, Dr. James E. Paullin, Professor of \edj- 
cine, Emory University, Atlanta, Georgia. 


At a luncheon meeting Dr. Thomas Parran, surgeon 
general of the United States, talked on the health state 
of the nation. 


ANNIVERSARY DINNER 


The East Side Physicians’ Association, Detroit, held 
its 30th Anniversary on April 30 at an “Old Timer’s 
Dinner” in the Wayne County Medical Society Head- 
quarters. Howard W. Peirce, M.D., was chairman, and 
Louis J. Hirschman, M. D., acted as toastmaster. Talks 
were given by Hugh Harrison, M.D.; R. L. Clark, 
M.D.; William Hipp, M.D.; L. O. Geib, M.D.; Henry 
A. Luce, M.D.; Harry L. Clark, M.D.; A. H. Whit- 
taker, M.D.; A. S. Brunk, M.D.; B. U. Estabrook, 
M.D., and William J. Burns. Interesting and amusing 
tales concerning the early practice of medicine in De- 
troit were recounted. Hugh Harrison, who started 
practicing in June, 1896, recalled how he had the only 
telephone in the neighborhood: “Neighbors occasionally 
requested the use of my phone, and then called up 
their own doctor!” Many physicians recalled riding 
bicycles in the early days of their practices. 


Among those present were: W. D. Barrett, M.D.; 
Alex. W. Blain, M.D.; J. R. Boland, M.D.; A. S. 
Brunk, M.D.; Clifford F. Brunk, M.D.; Cornelius 
Carey, M.D.; Harry L. Clark, M.D.; H. B. Garner, 
M.D.; L. O. Geib, M.D.; A. A. Gronow, M.D.; Joshua 
Hanser, M.D.; Hugh Harrison, M.D.; Louis J. Hirsch- 
man, M:D.; William Hipp, M.D.; Arthur J. Jones, 
M.D.; R. G. James, M.D.; Charles W. Knaggs, M.D.; 
Henry A. Luce, M.D..; Robert C. Moehlig, M.D.; How- 
ard W. Peirce, M.D.; H. A. Reye, M.D.; E. L. Robin- 
son, M.D.; Arthur E. -Schiller, M.D.; H. L. Ulbrich, 
M.D.; V. L. VanDuzen, M.D., of Grand Rapids; Milton 
D. Vokes, M.D., and A. H. Whittaker, M.D. 


CLINICAL LABORATORIES 


W. G. Gamble, Jr., M.D., Pathologist 
2010 Fifth Avenue Bay City, Michigan 
Telephone 6381-8511-6516 


Complete Medical Laboratory Analysis 





Including 
ASCHEIM-ZONDEK SEROLOGY 
TEST BACTERIOLOGY 
BASAL METABOLISM BLOOD CHEMISTRY 
ELECTROCARDIOG- FRIEDMAN’S MODIFI- 
RAPHY CATION 
HEMATOLOGY HISTOPATHOLOGY 


BLOOD BANK AND BLOOD PLASMA SERVICE 


Note: Information, containers, tubes, et cetera, on 





request. 
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A REPLY TO THE EDITORIAL ON 
REFUGEE PHYSICIANS 


Dear Doctor: 


Your objections to our colleagues are as follows: 
(1) They are unqualified; (2) will lower medical 
standards; (3) will usurp the places of the “boys” 
at the front. 

These charges are unfounded. It is ridiculous for 
any thinking person to conclude that a total of 6,000 
could cause such manifold dislocations in a population 
of over 130,000,000 peoples. 

The fact remains that there may be some United 
States graduates, now practicing, who could not meet 
modern standards, or examinations and so with the 
refugee group also. Some, however, have had inter- 
national reputations before the Hitler era. 


It is a sad commentary on our vaunted hospitality, 
and American spirit of fair play, that we should treat 
this group with such fear, indifference and even hatred. 
Wouldn’t it have been to our honor and pride to have 
offered these colleagues a Constructive Program, 
based on good will? 

The founding fathers of our dear old U. S. A. were 
also refugees. They fostered opportunity and justice 
for all. The editor’s plan to regiment this group by 
government employment may be interpreted by the 
government as an invitation to extend this plan to 
others, too. 

A constructive program (by Refugee Committees) 
as refresher courses, preceptorships, residencies, et 
cetera, for periods of six months to a year or longer, 
should suffice to enable the large majority of this 
group to do effective medical work and this should 
lead to licensing. 

In many cities, towns, and hamlets, the osteopath, 
the chiropractor and the cultist, have taken over com- 
pletely when our members have left for U. S. Service. 
This group under NO discipline of organized medicine 
will be a serious threat to the returning men. Another 
example of the—“too little, and too late.” 


There is a shortage of medical man power. Let us 
harken to the wise words of the master ship builder, 
Henry Kaiser, and take unselfish progressive steps to 
meet a changing situation. The refugee M. D. offers 
us an opportunity. Are we following the “Golden 
Rule” in this problem? 

S. E. Barnett, M.D. 
25 Parsons Street, 
Detroit, Michigan. 


e 





The Michigan Crippled Children’s Commission, as re- 
cently reorganized by Governor Harry F. Kelly, is 
composed of Emmet Richards, Alpena; Maxwell Rey- 
nolds, Marquette; George R. Cooke, .Grosse Pointe 
Farms: Roger V. Walker, M.D., Detroit, and Nate S. 
Shapero, Detroit. 
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BORN 1820 
Still going strong 











JOHNNIE 
| /ALKER 


BLENDED SCOTCH WHISKY — 











THE FLAVOR of Johnnie 
Walker is different.One small 
sip tells you that it is a dis- 
tinctive whisky . . . Scotch at 
its smooth, mellow best! Dis- 
tilled and bottled in Scot- 
land. Enjoyed all over 
America! 














Say you saw it in the Journal of the Michigan State Medical Society 











Canada Dry Ginger Ale, Inc., New York, N. Y. * Sole Importer 
403 
























+ 





OUR ANNUAL MEETING PLANS 


Although the Annual Meeting is September 21-22 
in Detroit, it is only a stone’s throw away, and we 
should be organizing our plans. Every effort is being 
made to develop a 
streamlined convention in 
order to plan the most 
for the least amount of 
your time. Have you 
appointed your delegates, 
and made your reserva- 
tion with the hotel? 
While we think it is one 
of the nicest places for 
the meeting, it is equip- 
ped to accommodate just 
so many. Be sure to make your reservations early. 

Many changes have been made in our officers and 
chairmen this year due to the war. Many of our mem- 
bers are leaving the state to accompany their husbands 
to army camps. Most recent among our losses is our 
press chairman, Mrs. Hira Branch, who has gone to 
Texas. We regret to lose her but we must carry on. 
Send your press notices to the secretary, Mrs. Wm. B. 
Hubbard, 1205 Maxine St., Flint, or to your presi- 
dent, so we may keep the press scrap book up to date. 
Mrs. Branch informed me that clippings were not com- 
ing in very well. We want you to be proud of your 
Auxiliary when the press scrapbook is displayed at 
the convention. 

During May, speakers are available through your 
own Speakers Bureau of the Civilian Defense on “War 
and Tuberculosis.” We urge you to present one of these 
speakers at your meeting. Also keep in mind the con- 
test on Tuberculosis that the Executive Board voted 
to sponsor again next year. 

Mrs. Roger V. Walker, 1507 Iroquois Ave., Detroit, 
Michigan, would like all By-laws’ revisions sent to her 
as soon as possible so as to be ready for the convention. 

Remember the convention and make your reserva- 
tion early. : 











Sincerely yours, 
Mrs. G. L. WitLoucusy, President 


* * Xx 
GENESEE COUNTY 


The Woman’s Auxiliary of the Genesee County Med- 
ical Society held its annual meeting Tuesday, March 23, 
at the Durant Hotel. 

Mrs. Arthur Kretchmar was elected president; Mrs. 
Don Wright, president-elect; Mrs. Herbert White, 
vice president; Mrs. Eugene Smith, secretary; Mrs. 
Clayton Stroup, treasurer. 

Mrs. Alvin Thompson, the retiring president, was 
presented with a corsage and a gift as appreciation 
of completing the term of office of Mrs. Stephen Gelen- 
ger, who resigned to accompany her husband to an 
army hospital. 
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Woman’s Auxiliary 
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A. committee was appointed to work with the Office 
of Civilian Defense, in organizing Neighborhood War 
Clubs in the city. A committee was also appointed to 
meet with the Doctors to make plans, furnish emer- 
gency kits for soldiers, and gifts for our Doctors jn 
the service. 

The committee in charge of arrangements were: 
Mrs. Don Wright, Mrs. R. W. MacGregor, and Mrs, 
G. L. Willoughby. 


* * 


KENT COUNTY 


The Woman’s Auxiliary to the Kent County Medical 
Society will have its annual Spring Tea, Wednesday, 
April 14, at two o’clock, at the home of Mrs. Carl 
Snapp, 980 Plymouth Road S.E. 


‘2s 
INGHAM COUNTY 


At the regular business meeting of the Woman's 
Auxiliary to the Ingham County Medical Society, at 
which Mrs. Milton Shaw, president, presided, Mrs, 
Frank B. Heckert, secretary, reported on work done 
by auxiliary members. This included eighty-four baby 
blankets, 132 towels made and sixteen hours spent fold- 
ing bandages for the St. Lawrence hospital, 720 pads 
made and 530 sponges counted for the Edward W. 
Sparrow hospital. Fifty-two hours of work were given 
each institution during January, Mrs. Heckert said. 

Mrs. Horace L. French, welfare chairman, reported 
that 540 stitched dressings were made on emergency 
call, in codperation with the Red Cross surgical dress- 
ing unit at Plymouth Congregational Church. 

The auxiliary voted to contribute a substantial sum 
of money to the Ingham County War fund, and in 
response to a request from the civilian defense office, 
members~ voted to assist in the rationing schedule 
registering within the next few weeks, and to help 
with clerical work for the approved agencies of the 
county defense council when the need arises. 


x Kk OK 


JACKSON COUNTY 


The Woman’s Auxiliary to the Jackson County Med- 
ical Society reports that their outstanding meeting was 
held recently in the Hotel Hayes. 

Mrs. E. O. Leahy, president, conducted the business 
session, and welcomed the members. 

Mrs. Thomas Hackett, program chairman, presented 
members of the auxiliary who created a picture of 
the war activities as follows: 

Mrs. R. H. Alter, chairman of Junior Red Cross; 
Mrs. G. R. Bullen, member of Red Cross First Aid 
committee; Mrs. Charles Dengler, chairman of Red 
Cross Home Nursing; Mrs. Don Kudner, Red Cross 
Motor Corps, and chairman of Red Cross Blood Donors ; 
Mrs. W. E. McGarvey and Mrs. M. N. Stewart of 
Emergency Shelter nurses and OCD Blood Bank; 

(Continued on Page 412) 
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IMPROVE YOUR RESULTS 
IN CANCER OF THE CERVIX 
































































War 
1 to te 
er ONSISTENTLY high percentages of 5-year cures 
in Carcinoma of the Cervix are reported by institu- 
Mi tions employing the French technique illustrated 
rs, 
here. Ametal rubber applicators encase the heavy 
primary screens and provide ideal secondary filtra- 
| tion to protect the vaginal mucosa. Radium or Radon 
“i applicators for the treatment of Carcinoma of the 
arl Cervix and provided with Ametal filtration are avail- 
able exclusively through us. Inquire and order by 
mail, or preferably by telegraph or telephone revers- 
1's ing charges. Deliveries are made to your office or 
at hospital for use at the hour you may specify. 
rs, 
ne 
by THE RADIUM EMANATION CORPORATION 
. GRAYBAR BUILDING Tel. MUrray Hill 3-8636 NEW YORK, N. Y. 
N. 
en 
d Today, every hour of every patient's 
y time is wanted. Any method you have 
.. at your disposal to reduce loss of time 
due to illness or injury is a definite 
contribution to the emergency effort. 
7 Physical So > a leading factor 
n b . in reducing “time off” in a large variety 
a ~10 2 - - of conditions. 
le so Burdick Physical Therapy Equipment 


can give you a hand in getting many 


, patients back at their jobs. And it 
e HVE RY HOUR IS FS ENTIAL may be a means of saving your own 
time, too. 
a ss AVAILABILITY 


7 8 4 If you need Physical Therapy equip- 
| 


. ment, in many instances Burdick units 
are still available. 

Keep your present apparatus in good 
repair. If you have Burdick equipment 
now, you undoubtedly appreciate the 
fact that it is built to stand the knocks 
of heavy usage for many years. 


The G. A. Ingram Co., 4444 Woodward Ave., Detroit, Michigan 


The G. A. Ingram Co., 4444 Woodward Ave., Detroit, Michigan 
Gentlemen: Please send me information on the following Burdick Physical Therapy Equipment: 
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100 PER CENT CLUB FOR 1943 


Barry County—H. S. Wedel, M.D. Secretary 

Branch Cownty—James Bailey, M.D., Secretary 

Cass County—K. C. Pierce, M.D., Secretary 

Chippewa-Mackinac—David Littlejohn, M.D., 
Secy. 

Clinton County—T. Y. Ho, M.D., Secretary 


Dickinson-Iron—=. B. Anderson, M.D., Secy. 
Gogebic County—F. L. S. Reynolds, M.D., Secy. 


Huron County—J. Bates Henderson, M.D., 
Secretary 
Jackson Cownty—H. W. Porter, M.D., Secy. 


Lapeer County—H. M. Best, M.D., Secretary 
Livingston County—Ray Duffy, M.D., Secretary 
Luce County—Sidney Franklin, M.D., Secretary 
Manistee County—C. L. Grant, M.D., Secretary 
Mecosta-Osceola-Lake—John A. White, M.D., 
Secretary 

Menominee County—Wnm. S. Jones, M.D., Secy. 
Midland County—H. H. Gay, M.D., Secretary ° 
Muskegon County—Helen Barnard, M.D., Secy. 
Newaygo County—W. H. Barnum, M.D., Secy. 
Oceana County—W. Heard, M.D., Secretary 
Ontonagon County—W. F. Strong, M.D., Secy. 
Sanilac County—E, W. Blanchard, M.D., Secy. 
Shiawassee County—I. W. Greene, M.D., Secy. 
St. Joseph County—R. J. Fortner, M.D., Secy. 
Wexford-Missaukee—B. A. Holm, M.D., Secy. 


The above county medical societies have cer- 
tified 1943 dues for every member of their re- 
spective societies, to be the first 100 per cent 
paid-up counties for this year. Michigan State 
Medical Society dues for 1943 are $12.00. 


A membership record was established in 1942 
when the total number of Michigan State Medi- 
cal Society members reached an all-time high of 
4,714. 











We in the United States have been at war for sixteen 
months. The first twenty-four months of war we will 
have borrowed for war $122 billion; now face a gross 
debt figure topping $210 billion by June 30, 1944.—Con- 
gressman Fred L. Crawford, 8th District, Michigan. 


* * * 


Wayne County Health Department—The Board of 
Supervisors of Wayne County have voted to establish 
a full-time County Health Department, effective May 
1. This is the sixty-ninth Michigan county to provide 
full-time public health service. 

-— 


“Electrocardiography” will be the subject of a two 
weeks’ intensive postgraduate course at Michael Reese 
Hospital, Chicago, August 16 to August 28. For fur- 
ther information write Michael Reese Hospital, 29th 
and Ellis Avenue, Chicago. 
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Lieutenant Harry H. Kay, M.C., Station Hospital, 
Keesler Field, Biloxi, Mississippi: “I wish I could 
tell you how much I appreciate receiving the MSMS 
JOURNAL from you every month. It is a grand feeling 
to know you are remembered though you are so far 
away and to feel that we still belong.” 

x ok x 


War-Busy Michigan led all other states both in the 
number of participating communities and in awards 
in the National Health Honor Roll Contest, 1942. The 
announcement places the City of Detroit and the Sag- 
inaw County, Sanilac County and Van Buren County 
Health Departments on the Honor Roll. 

x * * 


Two counties of Michigan—Chippewa and Mackinac 
counties—are a part of the first military command 
of its kind in the United States under provisions similar 
to those in the Panama Canal Zone. These two counties 


were designated as a military area effective March 22, 
1943. 


* * * 


J. D. Laux has resigned from Michigan Medical 
Service, Detroit, and has accepted a position as Senior 
Economist with the War Manpower Board, Washing- 
ton, D. C. The Board of Directors of Michigan Medi- 
cal Service, at its meeting March 31, placed a vote of 
thanks and appreciation to Mr. Laux for his valued 
service to MMS for almost four years, since the cor- 
poration was established in 1939. 


* * * 


C. J. Smyth, M.D., M. B. Finkelstein, M.D., S. E. 
Gould, M.D., of Eloise, Michigan; T. M. Koppa, M.D., 
and F. S. Leeder, M.D., Lansing, are authors of an 
original article entitled “Acute Bacillary Dysentery 
(Flexner),” which appeared in the JAMA, April 24. 

F. W. Hartman, M.D., Broch Brush, M.D., and K. W. 
Warren, M.D., of Detroit, are co-authors of “Pectin 
Solution in Shock,” which’ appears’in the same issue. 


* * * 


Captain Paul H. Jordan, M.C., Stark General Hospital, 
Charleston, South Carolina: “Just a word to express 
my appreciation for the courtesy of the Society in re- 
taining our membership in force and forwarding the 
MSMS Journat to those of us who are in the armed 
forces.’ I find it invaluable as an aid to keeping in 
touch with what is going on in the medical field there.” 


* * * 


The Michigan Pathological Society held its regular 
bi-monthly meeting on April 10, at Herman Kiefer 
Hospital, Detroit. Forty-one members and guests were 
in attendance. A seminar on “Diseases of the Lympha- 
tic System” was presented. Case presentations were 
given by: O. W. Lohr, M.D., Saginaw; S. E. Gould, 
M.D., Eloise; Lt. W. L. Lehman, M.C., USNR, New 
Orleans, La.; H. E. Cope, M.D., Lansing; J. G. Chris- 
topher, M.D., and F. W. Hartman, M.D., Detroit; S. M. 
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——WEHENKEL SANATORIUM 














CONVALESCENT 
HOME FOR 
TUBERCULOSIS 





MODERN, comfortable sanatorium adequately equipped for all types of medical and 
surgical treatment of tuberculosis. Sanatorium easily reached by way of Michigan 
Highway Number 53 to Corner of Gates St., Romeo, Michigan. 
For Detailed Information Regarding Rates and Admission Apply 
DR. A. M. WEHENKEL, Medical Director, City Offices, Madison 3312-3 




















Ferguson-Droste-Ferguson Sanitarium 


+ 


Ward S. Ferguson, M. D. James C. Droste, M. D. Lynn A. Ferguson, M. D. 


+ 


PRACTICE LIMITED TO 
DIAGNOSIS AND TREATMENT OF 


DISEASES OF THE RECTUM 


Sheldon Avenue at Oakes 
GRAND RAPIDS, MICHIGAN 


+ 


Sanitarium Hotel Accommodations 


fr 
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PROFESSIONAL PROTECTION 
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In addition to our Professional Liability 
Policy for private practice we tissue a 
special 


MILITARY POLICY 


to the profession in the Armed Forces 


at a 
REDUCED PREMIUM 





= 














Cook County 
Graduate School of Medicine 


(In Affiliation with Cook County Hospital) 
Incorporated not for profit 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Two Weeks’ Intensive Course in Surgical 
Technique starting May 3, 17, 31, June 14, and 28, and 
every two weeks throughout the year. 

MEDICINE—Two Weeks’ Intensive Course starting 
June 7. One Month’s Course im Electrocardiography 
and Heart Disease starting the first of every month, 
except August. Two Weeks’ Course in Electrocar- 
diography starting August 2. 

FRACTURES & TRAUMATIC SURGERY—Two 
Weeks’ Intensive Course starting June 14 and October 
18. 

GY NECOLOGY—Two Weeks’ Intensive Course start- 
ing June 28. One Month’s Personal Course starting 
August 2. Clinical and Diagnostic Courses. 

OBSTETRICS—Two Weeks’ Intensive Course starting 
October 4. 

OPHTHALMOLOGY—Two Weeks’ Intensive Course 
starting September 13. Course in Refraction Methods 
October 4. 

OTOLARYNGOLOGY—Two Weeks’ Intensive Course 
starting September 27. 

ROENTGENOLOGY—Courses in X-ray Interpretation, 
Fluoroscopy, Deep X-ray Therapy every week. 

UROLOGY—Two Weeks’ Course and One Month’s 
Course available every two weeks. 

een + Sanday Practical Course every two 
weeks. 


General, Intensive and Special Courses in All Branches 
of Medicine, Surgery and the Specialties. 


TEACHING FACULTY — ATTENDING 
STAFF OF COOK COUNTY HOSPITAL 
Address: Registrar, 427 S. Honore St., Chicago, Ill. 














COUNTY AND PERSONAL ACTIVITIES 
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Asselstine, M.D., Windsor, Ontario; D. H. Kaump 
M.D., Detroit; H. R. Prentice, M.D., Kalamazoo: Ga. 
briel Steiner, M.D., and L. Berman, M.D., Detroit. 


The next meeting will be held at the Bronson Metho- 
dist Hospital, Kalamazoo, on June 12, 1943. The syb- 
ject will be “Infections produced by parasites, including 


fungi and higher bacteria.” 


* * * 


Three new Lieutenant Coionels have been created 
from among the military members of the Michigan 
State Medical Society: Lt. Colonel H. S. Collisi, M.C, 
of Billings General Hospital, Fort Benjamin Harrison, 
Indiana; Lt. Colonel Marsh W. Poole, M.C., Bushnell 
General Hospital, Brigham City, Utah; Lt. Colonel 
Walter M. Bartlett, Executive Officer, 315 Station Hos- 
pital, Camp Bowie, Texas. Dr. Collisi is a Grand Rapids 
surgeon; Dr. Poole comes from Detroit; and Dr. Bart- 
lett is from Benton Harbor. 

Congratulations Lt. Colonel Bartlett, Collisi, and 
Poole! 


Your Friends 


C. V. Mosby Company, St. Louis, Missouri 

The National Livestock and Meat Board, Chicago, Illinois 
Parke, Davis & Company, Detroit, Michigan 

Pelton & Crane Company, Detroit, Michigan 

Pet Milk Company, St. Louis, Missouri 

Petrogalar Laboratories, Chicago, Illinois 

Philip Morris & Co., Ltd., New York, N. Y. 
Philosophical Library, New York, N. Y. 

Picker X-Ray Corporation, New York, N. Y. 

Proctor & Gamble, Cincinnati, Ohio 


The above ten firms were among exhibitors at the 
1942 MSMS annual meeting in Grand Rapids and 
helped make possible for your enjoyment one of the 
outstanding state medical meetings in the country. Re- 
member your friends when you have need of equip- 
ment, medical supplies, appliances or service. 


* * * 


Cost of an American Beveridge Plan. The recent 
cradle-to-grave security program, as transmitted to Con- 
gress from the National Resources Planning Board has 
been translated into dollar costs by Gerhard Hirsch- 
feld, Research Director of the Insurance Economics 
Society of America. The plan when in full swing, 
would amount to $15,097,000,000 per annum: 


SOCIAL INSURANCE BENEFITS: 


MINE, OI 6 sinc aa Krank ep eiediiineceses $ 3,700,000,000 
Widow’s and guardian benefits............... 590,000,000 
IGE OIIIIIND «oo oe vos tec cccsownseees 2,025,000,000 
Oe ER ear ere eer 1,365,000,000 
Maternity grants and benefits............... 140,000,000 
RE RR SR ee ee 20,000,000 
III, ai. 0 garcia Aid git d-eua inlaw oo eae elo 80,000,000 
Cost of administration (5%)... ......ssescess 400,000,000 
WME “Kieiaccccnewdeeeicsdedenciesaceteecaw $ 8,320,000,000 
NATIONAL ASSISTANCE: 
nara oe od ode Soe Tid oe SGN dawned Rowe 940,000,000 
CHILDREN’S ALLOWANCES: 
ee a ae eee 2,400,000,000 
Cost of administration (3%)............0005 72,000,000 
Re Ea Se UREN ae Oy RE Ra $ 2,472,000,000 
HEALTH SERVICES: 
MIN: © iba oie ie Wars aroin v0.4 Wawel e eo EE REA OS sew Rae 3,365,000,000 
I, SHEE 46. Wicca tes pies < eee uan $15,097,000,000 
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MSMS ANNUAL MEETING 
Detroit—September 22, 23, 24 


The 1943 Postgraduate Conference on War 
Medicine—the 78th annual meeting of the Michi- 
gan State Medical Society—will be held at the 
Statler Hotel, Detroit, in September. The sci- 
entific program will be as high-class as in the 
past, including such medical stars as: 


Medicine—Walter C. Alvarez, M.D., Roches- 
ter, Minn. 

Pathology—Paul R. Cannon, M.D., Chicago 

Radiology—E. L. Jenkinson, M.D., Chicago 

Pediatrics—Sister Elizabeth Kenny, Minneapo- 
lis, Minn. 

Ophthalmology—Peter C. Kronfeld, M.D., 
Chicago 

Surgery—Frank H. Lahey, M.D., Boston 

Otolaryngology—Harold I. Lillie, M.D. 
Rochester, Minn. 

Pediatrics—Irvine McQuarrie, M.D., Minne- 
apolis, Minn. 

Gynecology—Robert D. Mussey, M.D., Roch- 
ester, Minn. 

General Practice—James E. Paullin, M.D., 
Atlanta, Ga. 

Maternal Health—Edward A. Schumann, 
M.D., Philadelphia 

Surgery—Kellogg Speed, M.D., Chicago 

Psychiatry—John C. Whitehorn, M.D., Balti- 
more, Md. 


In addition, other eminent speakers have been 
invited to address the General Assembly on sub- 
jects dealing with Dermatology, Obstetrics, Anes- 
thesiology, and other phases of medicine, sur- 
gery, and pediatrics. 


This concentrated three-day postgraduate course 
presents an opportunity of the greatest worth to 
every practitioner of medicine in Michigan. 














“Will You Cash a Check?” 

Check up on the checks you cash. 

That’s the advice of the U. S. Secret Service to 
Doctors of Medicine who cash checks and to the peo- 
ple of America who have checks to cash, for 1943 
will see more government and industrial payroll and 
commercial checks in use than in any year in U. S. 
history. 

If you are cashing a patient’s check, make sure you 
know how to find the endorser if the check “bounces.” 
Should a bank return the check and you cannot find 
the person who passed it, it will be your loss. 

The Secret Service, which authored the successful 
“Know Your Money” campaign against counterfeit cur- 
rency, has extended its educational program to cover 
checks. “Know Your Endorsers” is the advice it gives 
to professional people, merchants, and others who are 
in 2 position to cash the public’s checks. 





Resolution re Hygeia, the Health Magasine.—The 
following resolution was unanimously adopted by the 
MSMS House of Delegates at its Grand Rapids meet- 
ing of September 21-22, 1942: 

WuHereas, the War Production Board advises that 
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COUNTY AND PERSONAL ACTIVITIES 


HAY FEVER 
EXTRAORDINARY EFFECTIVE TREATMENT 


for previously non-responsive patients 


Designed for Practical Use by 
ALL Physicians in this Locality 


Today's most effective treatment of Hay Fever is 
based upon testing with the correct selection of local 
pollens and fungi. Testing technic is simple. It takes 
but a few minutes to run through the Barry selection for 
your locality. A Barry Testing Kit may be obtained for 
your patient containing the specific irritants determined 
by accurate botanical studies and pollen counts. 


TREATMENT: Skin test reactions of the local pollens 
and fungi and a brief history are all that are needed to 
institute a suitable treatment series with Barry products. 
This specialized service permits incorporation of ALL the 
proper irritants in the proportions that will give most 
satisfactory results. Each treatment set is ‘“‘TAILOR- 
MADE” to meet your own patients’ requirements at 
ordinary stock set cost. 


Give your patients the benefit of a scientific treatment 
that is patterned after allergists’ most successful methods. 


WRITE TODAY for your Barry Testing Kit containing 
20 local pollens and fungi. Complete set 50c. 


SPECIAL SERVICE BULLETINS M5 AVAILABLE 


Barry Allergy Laboratories, Inc. 


9100 KERCHEVAL AT HOLCOMB DETROIT, MICH. 











q Al worth while laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 
Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients. 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Ditector 


537 Millard St. 
Saginaw 
Phone, Dial 2-3893 
The pathologist in direction is recognized 


by the Council on Medical Education 
and Hospitals of the A. M. A. 
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LABORATORY APPARATUS 





Coors Porcelain 
Pyrex Glassware 
R. & B. Calibrated Ware 
Chemical Thermometers 
Hydrometers 
Sphygmomanometers 


J. J. Baker & Co., C. P. Chemicals 
Stains and Reagents 
Standard Solutions 











-BIOLOGICALS- 





Serums Vaccines 
Antitoxins Media 
Bacterins Pollens 


We are completely equipped and solicit 
your inquiry for these lines as well as for 
Pharmaceuticals, Chemicals and Supplies, 
Surgical Instruments and Dressings. 








The RUPP & BOWMAN CO. 


319 SUPERIOR ST., TOLEDO, OHIO 





COUNTY AND PERSONAL ACTIVITIES 





86c out of each $1.00 gross income 
used for members benefit 


PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 





For ethical practitioners exclusively 
(57,000 Policies in Force) 














LIBERAL HOSPITAL EXPENSE Rol 
COVERAGE peony 
$5,000.00 ACCIDENTAL DEATH For 
$25.00 weekly indemnity, accident and sickness $32.00 
per year 
$10,000.00 ACCIDENTAL DEATH a 
$50.00 weekly indemnity, accident and sickness $64.00 
per year 
$15,000.00 ACCIDENTAL DEATH For 
$75.00 weekly indemnity, accident and sickness $96.00 
per year 





41 years under the same management 
$2.418,000.00 INVESTED ASSETS 
$11,350,000.00 PAID FOR CLAIMS 


$200,000 deposited with State of Nebraska for protection 
wie of our members. 
Disability need not be incurred in line of duty—benefits 
from the beginning day of disability. 


Send for applications, Doctor, to 
400 First National Bank Building Omaha, Nebraska 
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sick and injured war production workers lose 6,000. 
000 workdays each month, and, 


Wuereas, Donald Nelson, Chairman of the War Pro. 
duction Board, and Paul V. McNutt, Chairman of the 
War Manpower Commission, and others are urging 
that every state and community make it their job to 
take an active part in saving as many of those log 
days as possible for the Production Drive and keep the 
nation’s workers on the job and physically fit, and 


Wuereas, The National Research Council is asking 
the general public to focus its attention on proper food 
and nutrition for better health defense, and 


WHEREAS, there is an urgent need for authentic 
health information and first aid training in home and 
factory and among the men in the Army camps and 
Naval stations, and by Red Cross workers, block cap- 
tains, and civilian defense authorities, and, 


WueEreas, thousands of physicians have already left 
civilian practice to enter the armed forces and by the 
end of this year more than 25 per cent of the active 
medical profession will be out of general practice, and, 


Wuereas, the increased public demand for health in- 
formation cannot be met alone by the heavily worked 
physicians who remain in private practice, and, 


WHEREAS, it remains the responsibility of the medi- 
cal profession to do its utmost in disseminating to the 
laity health information and sound advice, and 


WHEREAS, in 1921 at the Boston session of the Ameri- 
can Medical Association, the House of Delegates au- 
thorized the publication of Hygeia, The Health Maga- 
zine, which was designed to give sound health informa- 
tion in nontechnical language, to interpret the progress 
in scientific and preventive medicine, and to discourage 
the reliance on quacks and the use of patent medicines, 
and, 


Wuereas, there is no other national magazine in 
the field of health that offers the large amount of au- 
thentic health information in lay language, and, 


WHEREAS, this magazine, under careful scrutiny of 
the American Medical Association, maintains high pro- 
fessional standards of accuracy in its editorial and ad- 
vertising policy, 


THEREFORE, BE IT RESOLVED, that the House of Dele- 
gates of the Michigan State Medical Society, in recog- 
nition of the great public need for reliable health in- 
formation and in recognition of the Service that Hygeu, 
The Health Magazine, can perform in terms of indus- 
trial, civilian and community health, hereby endorse 
this magazine, and to this end recommend that officers 
and members of the county medical societies of the 
Michigan State Medical Society urge wider recognition 
of Hygeia in their communities. 


Be tr FurtHER REsorvep that we offer full support 
and complete codperation to the Woman’s Auxiliary 
to the Michigan State Medical Society and its affili- 
ated units in their efforts to disseminate health informa- 
tion through Hygeta, The Health Magazine, and to 
urge them to introduce Hygeta in war industries, Army 
camps, USO Centers, reception rooms of physicians 
and dentists, and among their patients, in homes, schools, 
teachers’ colleges, libraries, parent-teacher organizations, 
private clubs and other community centers. 


Be 1r FurtTHeR ReEsotvep that copies of this resolu- 
tion be sent to the Editor of Hygeia at the headquarters 
of the American Medical Association in Chicago and 
to the secretary of each component county medical so- 
ciety of the Michigan State Medical Society with the 
request that this resolution be read at the next stated 
meeting and similar action taken to codperate in this 
health education campaign by widening the distribu- 
tion of Hygeia, The Health Magazine. 


Jour. MSMS" 
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the gunnery and bombing range there. He Blood Chemistry Mycology 
di- died March 26, 1943. Hematology Phenol Coefficients 
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d Guy Leartus Connor of Detroit, was born Octo- Directors: Joseph A. Wolf and Dorothy E. Wolf 
a ber 10, 1894 in Detroit and was graduated from ° 
‘a- 
a- Johns Hopkins Medical School in 1901. Doctor Send jet Fee List 
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Be psychiatry and preventive medicine. He was medi- Clinical and Chemical Research 


Detroit, Michigan 


312 David Whitney Bldg. + 
Telephones: Cherry 1030 (Res.) Davison 1220 


cal director of the Detroit Board of Education from 
1914 to 1935. For years he was a member and Secre- 
tary of the Michigan State Board of Registration in 
Medicine, and was attending neurologist at the 
if Children’s Hospital, Harper Hospital, and St. Ma- 
sg ry’s Hospital. He was a Fellow of the American 
l- College of Physicians, a member of the Detroit 
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Academy of Medicine, and the Detroit Society of 
Neurology and Psychiatry. Doctor Connor died in 
Fort Lauderdale, Florida, April 19, 1943. 


* %* * 


John J. Corbett of Detroit was born in Syracuse, 
New York, in 1893, and was graduated from the 
Syracuse University Medical School in 1917. After 
serving as a captain in the Medical Corps in World 
War I, Doctor Corbett came to Detroit and entered 
practice in 1920. He was a frequent contributor to 
medical journals and was a Fellow of the Ameri- 
can College of Surgeons, of the American Proctolog- 
ical Society, a member of the Founders Group of 
the American Board of Proctology, and an asso- 
ciate professor of proctology at Wayne University 
Medical School, Doctor Corbett died April 10, 
1943. 


* * * 


Willoughby L. Godfrey of Battle Creek was born 
April 25, 1852 in Battle Creek, and was graduated 
from the University of Michigan Medical School 
in 1876. He began practice in Battle Creek, but 
after a year went to Williamson, New York, to be- 
come associated with his uncle, Lathrop Sprague, 


May, 1943 


Our total output of 5 gram Sterile Shaker 
Packages of Crystalline Sulfanilamide, 30-80 
mesh, developed by our research staff in co- 
operation with military authorities for the 
treatment of wounds in combat zones, has 
previously been requisitioned for military needs 
(totaling more than thirty million packages). 

Completion of our new Sulfanilamide Divi- 
sion plant ahead of schedule and the resulting 
increased production has now made it pos- 
sible for us to supply these packages for civ- 
ilian medical use. 

We will now accept orders for Sterile Shaker 
Packages of Crystalline Sulfanilamide. 

The package will be available only by or 
on the prescription of a physician. 


Complete information and prices on request. 


HYNSON, WESTCOTT & DUNNING, INC. 


Baltimore, Maryland 








M.D. He later returned to Battle Creek, where he 
remained until 1928, when he retired. Doctor God- 
frey was one of the earliest members of the Cal- 
houn County Medical Society, serving as its presi- 
dent in 1917. He was elected to Honorary Member- 
ship in the Michigan State Medical Society in 1929. 
Doctor Godfrey died at the age of ninety years on 
April 7, 1943. 





WOMAN'S AUXILIARY 
(Continued from Page 404) 


Mrs. C. Schepler, chairman of Brooklyn Red Cross pro- 
gram; Mrs. A. M. Schaeffer, secretary of the execu- 
tive committee of the Red Cross; Mrs. J. C. Smith, of 
the Gray Ladies, and house committee of the Red 
Cross; Mrs. M. V. Susskind, teacher of bacteriology 
at Mercy Hospital. 


Besides their Red Cross activities, the group has fur- 
nished cookies for the soldiers and assisted in packing 
boxes for Doctors in service. 


A musical interlude was given by Miss Agnes Ward- 
roper, pianist, accompanied by Mrs. Schaeffer, when 
she led the group in singing. 








923 Cherokee Road, 
THE STOKES SANITARIUM vdm og BH 

Our ALCOHOLIC treatment destroys the craving, restores the appe- 
tite and sleep, and rebuilds the physical and nervous condition of the 
patient. Liquors withdrawn gradually; no limit on the amount neces- 
sary to prevent or relieve delirium. 

MENTAL patients have every comfort that their home affords. 

The DRUG treatment is one of gradual Reduction. It relieves the 
constipation, restores the appetite and sleep; withdrawal pains are 
absent. No Hyoscine or rapid withdrawal methods used unless patient 
desires same. 

NERVOUS patients are accepted by us for observation and diagnosis 
as well as treatment. J ‘ ; 

E. W. STOKES, Medical Director, Established 1904. 
Telephone—Highland 2101 
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Acknowledgment of all books received will be made in this 
column and this will be deemed by us as a full compensation 
of those sending them. A selection will be made for review 
as expedient. ; 





— 


SYNOPSIS OF DISEASES OF THE SKIN. By Richard 
L. Sutton, M.D., Emeritus Professor of Dermatology, Uni. 
versity of Kansas Medical School, and Richard L. Sutton, 
Jr., M.D., Assistant Professor of Dermatology, University 
of Kansas Medical School. With 413 illustrations. St. Louis: 
The C. V. Mosby Company, 1942. Price $5.50. 


Diseases of the skin are presented in condensed 
form, emphasizing the things commonly seen, and 
omitting the rare diseases that have only an academic 
interest for most practitioners. The grouping of dis- 
eases is logical, as dermatoses due to viruses and 
rickettsiae, bacteria, fungi, protozoa metazoa, and 
metabolic. Then atrophies, neuroses, pigmentations and 
depigmentations, malformations and new growths. The 
language is clear, brief, but adequate. The paper is 
good, the print clear, sufficiently large, and the book 
easily of pocket size, with a semiflexible cover. 


BURNS, SHOCK, WOUND HEALING AND VASCULAR 
INJURIES. Prepared by the Committee on Surgery of 
the Division of Medical Sciences of the National Research 
Council. Illustrated. Philadelphia & London: B. 
Saunders Company, 1943. 260 pages, $2.50. 


This is the fifth of a series of six valuable books 
prepared by the National Research Council, summariz- 
ing standard treatment recommended by medical men 
on this committee for wartime emergencies. Roy D. 
McClure, Conrad Lam, Henry N. Harkins and James 
Barrett Brown present an up to date résumé of burn 
thereapy and plastic surgery, outlining treatment of 
acute burns, old burns, and deformities resulting from 
burns. There is a chapter on burns in chemical war- 








War Taxes Boost Collections 


The new tax law permits the deduction of 
amounts paid on old bills from the Income Tax. 

By telling debtors how to make this deduction, 
we are getting miraculous results on accounts 
that our clients considered uncollectible. We 
welcome a chance to handle your bills for a 
modest percentage of the amount recovered. 


Send card or prescription blank for details. 


National Discount & Audit Co. 


Herald Tribune Bldg. New York, N. Y. 


The leading reliable collection service. 
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fare. Alfred Blalock and his committee of six sum- 
marize modern treatment of shock and outline modern 
concepts of the mechanism of shock. 

Allen O. Whipple has an excellent chapter on wound 
healing, with a summary of common civil injuries and 
war wounds as well. Pertinent up to date information 
on the treatment of vascular injuries is presented in 
the last chapter, prepared by John Homans and his 
committee of Arthur W. Allen, Daniel Elkin, Geza de 
Takats, and Walter G. Maddock. This manual is in- 
valuable to the general man as well as the surgeon in 
present-day civil practice. 





NEUROSURGERY AND THORACIC SURGERY: Military 
Surgical Manuals, Volume VI. Prepared and edited by the 
Subcommittee on Neurosurgery and Thoracic Surgery of the 
Committee on Surgery of the Division of Medical Sciences 
of the National Research Council. 310 pages with 103 
illustrations. Philadelphia and London: W. B. Saunders 
Company, 1943. Price $2.50. 


The Medical Departments of the Army and Navy 
have recognized the great amount of specialization of 
the medical profession, and the need during this war 
to have well trained and competent men always avail- 
able when needed. That is not possible under the con- 
ditions obtaining, so on the theory that training in 
special practice fits a man for other specialties with 
certain special help, six surgical manuals have been 
prepared for the use of those who are on the field or 
available when special treatment is necessary. These 
manuals are not textbooks but do contain the things 
necessary for a trained man to give the relief that will 
prove the most beneficial at the time when it is the 
most needed. Theoretically a specialist in most any 
field with the aid obtainable in these books can give 
first class attention to the wounded; at least until they 
can be placed under the care of the proper specialists. 
This book contains the essential information for the 
care of war injuries of nerves and neurological systems, 
also the field of thoracic surgery. Deaths from chest 
injuries are high, being about 33 per cent on the field, 
25 to 30 per cent at dressing stations and 20 to 25 per 
cent in transportation. It. is hoped to cut these figures 
down by the study of procedures given in this book. 





A TEXTBOOK OF CLINICAL NEUROLOGY. By Israel 
S. Wechsler, M.D., Clinical Professor of Neurology, Columbia 
University, New York; Neurologist, The Mount Sinai 
Hospital; Consulting Neurologist, The Montefiore and 
Rockland State Hospitals, New York. Fifth Edition, Re- 
vised. 840 pages with 162 illustrations. Philadelphia and 
London: W. B. Saunders Company, 1943. Price $7.50. 


Four years have presented so much that is new in 
clinical neurology that a new edition is necessary. 
There is a preliminary chapter on interpretation of 
signs and symptoms, with a section of psychosomatic 
tests. The text then is devoted to diseases of the spinal 
cord, the peripheral nerves, the brain, and the neuroses. 
Many pictures are given showing diseased conditions 
or pathological specimens. The diseases described are 
fully presented, giving the symptoms and signs neces- 
sary to make a diagnosis, and the indications of the 
conditions described. The book is very complete, read- 
able, has many references, and forty two pages of very 
good index. It is clinical rather than pedantic, and 
will prove most useful. 


May, 1943 
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Established 1893 


ACUTE AND CHRONIC 
ALCOHOLISM 
AND DRUG ADDICTION 


— Telephones — 


PLaza 1777-1778 
CAdillac 2670 


626 E. Grand Blvd., Detroit 


A. James DeNike, M.D., Medical Superintendent 




















CHEMOTHERAPY OF GONOCOCCIC INFECTIONS. By 
Russell D. Herrold, ae -D., Associate Professor of 
Surgery (Urology), College of Medicine, 
Illinois, Chicago, Illinois. St. Louis: The 
Company, 1943. Price $3.00. 


University of 
V. Mosby 


Dr. Herrold reviews the history of the use of the 
sulfonamides in the treatment of gonorrhea. The 
diagnosis of the disease is given in sufficient detail, 
then he discusses the use of prontosil witheut too 
much success, and its practical abandonment. Sulf- 
anilamide came next with promising results, but not 
completely satisfactory. Studies were made _ with 
various of the sulfa drugs, and finally two seem to 
have been satisfactory, sulfathiazole and better, sulfa- 
diazine. Treatment is outlined in detail, and the 
handling of failures. Infections of women and children 
have their chapters. There are 62 illustrative case 
reports. This is a handy manual well prepared and au- 
thorative. 





ESSENTIALS OF GYNECOLOGY. By Willard R. Cooke 
M.D., F.A.C.S., Professor and ead of Department of 
Obstetrics and Gynecology, University of Texas. 197 illustra- 
tions including 10 in color. Philadelphia: J. B. Lippincott 
Company, 1943. Price, $6.50. 

Designed primarily for the medical student and the 
general practitioner, this concise, very readable text- 
book covers the problems of gynecological practice in 
expert fashion. Dr. Cooke pruned this book to the 
essentials and therein lies one of its main virtues as 
a reference work for your library. The presentation 
of the gynecologic patient as a personality is unique, 
fer in his history-taking and examination Dr. Cooke 
stresses in particular the important aspects of the 
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patient’s mode of life and psychology. The chapter on 
inflammatory disease of the female genital tract is com- 
plete and well done. Benign and malignant neoplasms 
are given adequate attention and accepted surgical proce- 
dures are listed in outline form. The treatment of 
postoperative complications is comprehensive. 





FRACTURES OF THE JAWS, and Other Facial Bomse. on 

Glenn Major, B.S., A.M., Ph.D., D.D.S., M.D., 

With chapters on radiographic technique by og iy 4% 

Freedman, B.S., M.D., and War aspects of jaw_ fractures, 

by Arthur Dick, D.D.S., M.D., ar M.C., U.S.A. With 

225 illustrations.’ St. Louis: The C. V. Mosby ‘aa. 1943. 

Price, $7.50. 

Fractures of the jaws are no different fundamentally 
from other fractures, and the same rules of diagnosis 
and care apply. These, however, are of especial inter- 
est because of the areas involved, the proximity to 
important structures and the distressing complications 
that may develop. 

The surgeon and the dentist are both interested. This 
book was prepared with that interest foremost. There 
are chapters on general discussion, diagnosis, replace- 
ment of fractures, and emergency treatment of frac- 
tures of the facial bones. Anesthesia is important and 
gets a well-considered chapter. 

Then there are three hundred pages of consideration 
of types and principles of treatment, problems in restor- 
ing to usefulness the badly broken mandible; special 
fractures of the maxilla, diabetic care, x-rays, fractures 
of the nose. War injuries and their care are discussed. 
Medico-legal aspects are not forgotten. This is the 
field which probably offers most opportunity for legal 
action. Every type and method of bone fixation and 
control is illustrated and described. 

The illustrations are good and completely adequate. 
The book is a ready and practical reference. 





THE SIGHT SAVER. By C. J. Gerling. New York: Harvest 

House, 1943. Price, $2.00. 

“Most of the dread eye diseases once commonly 
thought to lead to blindness may now be successfully 
treated and halted, and often cured, if only treatment 
is begun early enough.” This book consists of an intro- 
duction based upon the above quotation, and two hun- 
dred pages of an encyclopedia alphabetically arranged 
of very lucid and factual discussions of every con- 
ceivable topic from accommodation, acid in the eye, 
afterimages to xerophthalmia, x-rays and sight and 
yellow spot. 

The discussion of appearance and wearing of glasses, 
automobile driving with defective vision, injuries, 
nerves of the eye, night blindness, etc., indicate a care- 
ful preparation and understanding. The author does 
not give treatment, he advises against self-treatment. 
The book is written for general use. 





LAUGH AT _THE LAWYER WHO CROSS _EXAMINES 
YOU! A Court Room Antidote. By Charles L. Cusumano, 
LL.B., of the New York Bar. New York: Old Faithful 
Publishing Co., 1942. 


The practice of the court room, and its means of 
determining justice are minutely set forth in this little 
book. The definition of what a witness is, and how 
he will be handled, the practices and customs of lawyers 
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and courts, are given in a narrative form. A ‘umber 
of rules are given for the benefit of those who only 
occasionally will become witnesses, such as: preserve 
the evidence, write it down so as not to forget; review 
the case with the attorney, review the facts before 
going on the stand; avoid contradictions; understand 


the theory of the case; aim to convince, be ready for 
cross examination, etc., to a total of twelve rules. There 
is a chapter on doctors as expert witnesses, with 
cautions and an exposition of the witness’ rights. The 
book is interesting to pick up and read leisurely. There 
are many valuable hints, but the title is not entirely 
literal. The book strikes us as advisory rather than 
facetious. 





HYPERTENSION. 
dence, Mortality, 
Pathogenesis, and 
Chicago: 


Summarizing Present Status of Inci- 
Morbidity, Symptoms, Classification, 
Treatment of Arterial Hypertension, 
Van Patten Pharmaceutical Co. On Request. 
This forty page paper covered monograph is pub- 
lished without advertising in cover or text, and is a 
concise treatise on the subject. Graphs and charts 
are given. Diagnosis and clinical course, mechanism 
of elevating the blood pressure, and the latest informa- 
tion on treatment. It is a quick reference to late 
material. 





THE PRINCIPLES AND PRACTICE OF WAR SURGERY. 
With Reference to the Biological Method of ey Treatment 
of War Wounds and Fractures. By J. Trueta, M.D., formerly 
Director of Surgery, General Hospital of Catalona, Univer- 
sity of Barcelona; Assistant Surgeon (E.M.S.) Wingfield- 
Morris Orthopaedic Hospital, Oxford. With Introduction by 
Owen H. Wangensteen, M. ., Minneapolis, Minn. 144 
Text Illustrations. St. Louis: The C. V. Mosby Company, 
1943. Price, $6.50. 

The Spanish War was the occasion for much new 
knowledge besides modern war. Doctor Trueta devel- 
oped and tried out his theories of the treatment of 
wounds, by what he calls the biological methods. This 
is the Doctor’s second volume, but is much more ex- 
tensive and he has carefully expounded his theories. 
Since the Spanish war he has had opportunity to work 
at the Wingfield-Morris Orthopaedic hospital and ex- 
tend his researches. This material has all been given 
with detail and profuse illustrations. History of war 
surgery, and treatment of the prevailing infections and 
complications is given. Gas gangrene has a chapter. 
Blood transfusion, anesthesia, chemotherapy, shock are 
considered, then follows chapters on wound excision, 
drainage, reduction of fractures, use of plaster of Paris, 
skin grafts, et cetera. Plaster of Paris fixation is 
the all-important part of Trueta’s treatment, but there 
are many other things he does, that are important. 
This little book is a valuable addition to any surgical 
library. 





DOCTOR = THE MAKING. The art of being a_ medical 
student. Arthur W. Ham, M.D., Associate Professor of 
Anatomy, ye University, and. Salter, M.A., 

Ph.D., Lecturer and Research Fellow in Psychology, Uni- 

versity of Toronto. Philadelphia: J. B. Lippencott Company. 

1943. Price, $2.00. 

This little book presents in entertaining form the 
thoughts and mental processes of a conscientious medi- 
cal student. It would make good reading for the 


young person contemplating the study of medicine. 


Jour. MSMS 
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Bawled out... 
who me? 


~~ The doctor I work for is one of the busiest pediatricians 
/ \* in town. 


{ 
/ 







When I started working for him, I noticed that he was 
prescribing plain cow’s milk modified—almost as routine. 
\f Once in a while when he had a problem case—he would 
d\ . look to S-M-A as his trouble-shooter. 


















— Well, that made me wonder. If S-M-A* worked so well in 
| — \ tough cases . . . wouldn’t it work even. better on normal 
\ \ infants? 


I mentioned this to the doctor. For a minute, he looked 
as if he was going to bawl me out. But instead, he said it 
sounded like a good idea. He decided to try S-M-A 

on all of his patients... for a while. 





The results were so successful ... he gave me a raise 


last week! 
x * * 


Why don’t you try S-M-A in your own practice, doctor? 
See if it doesn’t work better. 








With the exception of Vitamin C 
...S-M-A is nutritionally complete. 
Vitamins B,, D and A are included 
in adequate proportion . . . ready to 
feed. Their presence in S-M-A pre- 


S-M-A has still another highly im- t as ig EASIER aa 
portant advantage not found in other : - 

modified milk formulas. It contains 
a special fat that resembles breast 
milk fat . . . resembles it chemically 








vents the development of subclinical 
vitamin deficiencies . . . because the 
infant gets all the necessary vitamins 
right from the start. 










The infant food that is 
nutritionally complete 


"REG. U. S. PAT. OFF 


S-M-A, a trade-mark of $S.M.A Corporation, for its brand of food 
especially prepared for infant feeding—derived from tuberculin- 
tested cow's milk, the fat of which is replaced by animal and veg- 
etable fats, including biologically tested cod liver oil; with the addi- 





and physically—according to im- 
partial laboratory tests. S-M-A fat is 
more readily digested and tolerated 
by most infants than cow's milk fat. 








S. M. A. Corporation 
8100 McCormick Boulevard 
eS Chicago, Illinois 
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tion of milk sugar and potassium chloride; altogether forming an 
antirachitic food. When diluted according to directions, it is essen- 
tially similar to human milk in percentages of protein, fat, carbohydrate 
and ash, in chemical constants of the fat and physical properties. 











SCIENTIFIC BACKGROUND 


Mead’s Cereal was introduced in 1930, and Pablum 
in 1932, by Mead Johnson & Company. Since then, 
the growing literature indicates early recognition / 
and continued acceptance of these products and 
the important pioneer principles they represent. 








In response to requests from pediatricians, we are also market- 
ing PABENA—precooked oatmeal, enriched with vitamin and 
mineral supplements. PABENA closely resembles Pablum in 
nutritional qualities, and offers the same features of thorough 
cooking, convenience and economy. Supplied in 8-ounce car- 





tons. Samples on request. Mead Johnson & Company, Evans- 


ville, Ind., U. S. A. ( 














MILW AUKEE SANITARIUM Wauwatosa, Wis. 


__For NERVOUS DISORDERS 


(Chicago Office—1117 Marshall Field Annex 


Wednesdays, 1-3 P.M.) emer 


Lloyd H. Ziegler, M.D. 
















Maintaining highest standards 
for more than half a century, the 
Milwaukee Sanitarium stands for 
all that is best in the care and 
treatment of nervous disorders. 
Photographs and particulars sent 
on request. 


——— 


COLONIAL HALL— 
One of the 14 Units in “Cottage Plan.” 


William T. Kradwell, M.D. 
Merle Q. Howard, M.D. 
Carroll W. Osgood, M.D. 
Benjamin A. Ruskin, M.D. 
Arthur J. Patek, M.D. 

















